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CO-PYRONIL 


(Pyrrobutamine Compound, Lilly) 


acts fast to provide 
unusually long-lasting relief 


EACH PULVULE PROVIDES: 


‘Pyronil’ (Pyrrobutamine, Lilly). ...... e+ «+ 15mg. 
‘Histadyl’ (Thenylpyramine, Lilly) ......2.-eee-s 25 mg. 
‘Clopane Hydrochloride’ (Cyclopentamine 


USUAL DOSAGE: 2 or 3 pulvules daily 


ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 658018 
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EFFECTIVE AGAINST WIDE 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


In vitro studies continue to show that a wide variety of gram- 
positive and gram-negative microorganisms are highly sensitive to 
CHLOROMYCETIN (chloramphenicol, Parke-Davis).'~° 


Clinically, CHLOROMYCETIN “...has proved to be a particularly 
valuable agent in urinary tract infections,’ where it is often effective 
against microorganisms resistant to other antibiotics.'° Among other 
infections against which CHLOROMYCETIN has produced excellent 
response are severe staphylococcal wound infections,? Hemophilus 
influenzae'' and Hemophilus pertussis'* infections, and dysenteries 
caused by salmonellae and by shigellae.'* 


CHLOROMYCETIN is a potent therapeutic agent. and, because certain blood dyscrasias 
have been associated with its administration, it should not be used indiscriminately or for 
minor infections. Furthermore, as with certain other drugs, adequate blood studies should 
be made when the patient requires prolonged or intermittent therapy. 


REFERENCES: (1) Roy, T. E.; Collins, A. M.; Craig, G., & Duncan, I. B. R.: Canad. M.A.J. 77:844 
(Nov. 1) 1957. (2) Schneierson, S. S.: J. Mt. Sinai Hosp, 25:52 (Jan.-Feb.) 1958. (3) Hasenclever, H. E: 
J. lowa M. Soc. 47:136, 1957. (4) Rhoads, P. S.: Postgrad. Med. 21:563, 1957. (5) Caswell, H. T., and 
others: Surg. Gynec. © Obst. 106:1, 1958. (6) Josephson, J. E., & Butler, R. W.: Canad. M.A.J. 77:567 
(Sept. 15) 1957. (7) Petersdorf, R. G.; Curtin, J. A., & Bennett, I. L., Jr.: Arch. Int. Med. 100:927, 
1957. (8) Waisbren, B. A., & Strelitzer, C. L.: Arch. Int. Med. 101:397, 1958. (9) Holloway, W. J., & 
Scott, E. G.: Delaware M. J. 29:159, 1957. (10) Murphy, J. J., & Rattner, W. H.: J.A.M.A. 166:616 
(Feb. 8) 1958. (11) Neter, E., & Hodes, H. L.: Pediatrics 20:362, 1957. (12) Woolington, S. S.; Adler, 
S. J.. & Bower, A. G., in Welch, H., & Marti-Ibafiez, E: Antibiotics Annual 1956-1957, New York, 
Medical Encyclopedia, Inc., 1957, p. 365. 
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IN VITRO SENSITIVITY OF THREE COMMON PATHOGENS 
TO CHLOROMYCETIN AND TO A WIDELY USED ANTIBIOTIC GROUP* 


STAPHYLOCOCCUS PYOGENES 


518 strains CHLOROMYCETIN 96% 
523 strains ANTIBIOTIC GROUP 61% 

PROTEUS MIRABILIS 
46 strains CHLOROMYCETIN 89% 


46 strains ANTIBIOTIC GROUP 3% 


PSEUDOMONAS AERUGINOSA 


64 strains oe ANTIBIOTIC GROUP 14% 


20 40 60 80 


*Adapted from Roy, T. E.; Collins, A. M.; Craig, G., & Duncan, I. B. R.: Canad. M.A.J. 77:844 (Nov. 1) 1957. 
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FOR FLAGELLATE AND FUNGAL VAGINITIS 


Floraquin:® 


Whenever a woman complains of vaginal dis- 
charge with pruritus, a trichomonal infection! 
must be suspected. Moniliasis, the second most 
frequent cause? of leukorrhea, often occurs® in 
conjunction with diabetes mellitus, pregnancy 
and estrogen or broad spectrum antibiotic ther- 
apy. Commonly used douches wash away nor- 
mal acid secretions and protective Ddoderlein 
bacilli, thus tending to aggravate the problem. 

Floraquin, containing Diodoquin® (diiodo- 
hydroxyquin, U.S.P.), eliminates infection and 
provides boric acid and sugar to restore the 
acidic pH which favors replacement of patho- 
gens by normal Doderlein bacilli. The danger 
of recurrence is thus minimized. 

Pitt reports’ consistently good results after 
daily vaginal insufflation of Floraquin powder 
for three to five days, followed by acid douches 
and the daily insertion of Floraquin vaginal tab- 
lets throughout one or two menstrual cycles. 


Destroys Common Vaginal Pathogens; 
Rebuilds Normal Bacterial Barrier 


Intravaginal Applicator for Improved 
Treatment of Vaginitis— 


This smooth, unbreakable, plastic plunger de- 
vice is designed for simplified insertion of Flora- 
quin tablets by the patient; it places tablets in 
the fornices and thus assures coating of the 
entire vaginal mucosa as the tablets disintegrate. 
A Floraquin applicator is supplied with each 
box of 50 tablets. 

G. D. Searle & Co., Chicago 80, Illinois. Re- 
search in the Service of Medicine. 


1. Davis, C. H.: Trichomonas Vaginalis Infections: A 
Clinical and Experimental Study, J.A.M.A. /57:126 
(Jan. 8) 1955. 

2. Pitt, M. B.: Leukorrhea, Causes and Management, 
J.M.A. Alabama 25:182 (Feb.) 1956. 

3. Lang, W. R.: Recent Advances in Vaginitis, Phila- 
delphia Med. 5/:1494 (June 15) 1956. 
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(CHLOROTHIAZIDE) 


FORD, R. V., Rochelle, J.B.111, Handley, C. A., Moyer, J. H. and Spurr, C. L.: 
J.A.M.A. 166 :129, Jan. 11, 1958. 


“_. in premenstrual edema, convenience of therapy points to the selection of 
chlorothiazide, since it is both potent and free from adverse electrolyte 
actions.” In the vast majority of patients, "DIURIL' relieves or prevents the fluid 
“build-up” of the premenstrual syndrome. The onset of relief often occurs 
within two hours following convenient, oral, once-a-day dosage. "DIURIL' is well 
tolerated, does not interfere with hormonal balance and is continuously 
effective—even on continued daily administration. 


DOSAGE: one 500 mg. tablet "DIURIL' daily—beginning the first morning of 
symptoms and continuing until after onset of menses. For optimal therapy, 
dosage schedule should be adjusted to meet the needs of the individual patient. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'DIURIL' (chlorothiazide); 
bottles of 100 and 1,000. 


DiURIL is a trade-mark of Merck & Co., Inc; 


MERCK SHARP & DOHME invision of MERCK & CO., INc., Philadelphia 1, Pa. mQo 
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quickly relieves 
Distress 

Distention 
Discomfort 


ANY INDICATION FOR DIURESIS 1S AN INDICATION / «* \\ FOR 'DIURIL' 
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in cases of tension 


Serpate 


(Reserpine, Vale) 


.. . the preferred drug where anxiety or emotional agitation 
must be controlled 


... provides sedation without hypnosis, o sense 
of relaxed well being and tranquility 


... effects a gradual-and sustained lowering of 
elevated blood pressure in patients with 
mild, labile or essential hypertension 


supplied: 0.1 mg. and 0.25 mg. tablets in bottles of 100, 


500 and 1000, or on prescription at leading 
pharmacies 


RAUWOLFL 


SERPENTIN 
an cases of hypertension 


(Rauwolfia Serpentina, Vale) 


... double assayed to insure optimal therapeutic effect 
tested chemically to insure total alkaloid content 
tested biologically te insure uniform hypotensive action 

... ideal therapy in labile and moderate hyper- 
tension or as adjunctive therapy in severe 
hypertension 


... achieves gradual lowering of the blood pressure, 
gentle sedation, tranquilization with prolonged 
effect even after cessation of therapy 


supplied: 50 mg. and 100 mg. tablets in bottles of 100 and 


1000, or on prescription at leading pharmacies 


THE VALE CHEMICAL COMPANY, INC. allentown, pa. 
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Lederle announces a major drug with great new promise 


a new corticosteroid created to minimize 


major deterrents to all previous steroid therapy 
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Triamcinolone LEDERLE 
9 alpha-fluoro-16 alpha-hydroxyprednisolone 


O a new high in anti-inflammatory effects with lower dosage 


(averages 1/3 less than prednisone) 


O a new low in the collateral hormonal effects associated 


with all previous corticosteroids 


() No sodium or water retention 
O No potassium loss 
Q No interference with psychic equilibrium 


() Low incidence of peptic ulcer and osteoporosis 
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Biological Effects of 


with 
particular emphasis 


Kidney function 


Animal studies on anistocort! have not dem- 
onstrated any interference with creatinine or 
urea clearance. Autopsy surveys of organs of 
animals on prolonged study of this medication 
have shown no renal damage. 


Sodium and water 


ARISTOCORT produced an increase of 230 per 
cent of water diuresis and 145 per cent sodium 
excretion when compared to control animals. 
Metabolic balance studies in man revealed 
an average negative sodium balance of 0.8 
Gm. per day throughout a 12-day period on a 
dosage of 30 mg. per day.* Additional balance 
studies showed actual sodium loss when 
ARISTOCORT was given in doses of 12 mg. 
daily.* Other investigators observed significant 
losses of sodium and water during balance 
studies and that those patients with edema 
from some older corticosteroids lost it when 
transferred to ARISTOCORT.*” In two studies of 
various rheumatic disorders (194 cases) on 
prolonged treatment, sodium and water reten- 
tion was not observed in a single case.*:* 


Potassium and chlorides 


There was no active excretion of potassium 
or chloride ions in animals given mainte- 
nance doses of aristrocort 25 times that 
found to be clinically effective.’ Potassium 
balance studies in humans" revealed that 
negative balance did not occur even with 
doses somewhat higher than those employed 
for prolonged therapy in rheumatoid arthri- 
tis. Hypokalemia, hyperkalemia or hypochlo- 
remia did not occur, when tested, in 194 
patients with rheumatoid arthritis treated for 
up to ten and one-half months.*: 


Calcium and phosphorus 


Phosphate excretion in animals! was not 
changed from normal even with amounts 25 
times greater (by body weight) than those 
known to be clinically effective. Human met- 
abolic balance studies* demonstrated that no 
change in calcium excretion occurred on dos- 
ages usually employed clinically when the 
compound is administered for its anti-inflam- 
matory effect. Even at a dosage level twice 
this, slight negative balance appeared only 
during a short period. 


Protein and nitrogen balance 


Positive nitrogen balance was maintained dur- 
ing a human metabolic study on mainte- 
nance dosage of 12 mg. per day.’ At dosages 
two to three times normal levels, positive bal- 
ance was maintained except for occasional 
short periods in metabolic studies of several 
weeks’ duration.?3 

There was always a tendency for normali- 
zation of the A/G ratio and elevation of blood 
albumin when Aristocort was used in treat- 
ing the nephrotic syndrome.® 
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Liver glycogen deposition and 
inflammatory processes 


An intimate correlation exists between the 
ability of a corticosteroid to cause deposition 
of glycogen in the liver and its capacity to 
ameliorate inflammatory processes. 

In animal liver glycogen studies, relative 
potencies of ARISTOCORT over cortisone of up 
to 40 to 1 have been observed. Compared to 
ARISTOCORT, five to 12 times the amount of 
prednisone is required to produce varying but 
equal amounts of glycogen deposition in the 
liver.! 

Most patients show normal fasting blood 
sugars on Aristocort. Diabetic patients on 
ARISTOCORT may require increased insulin 
dosage, and occasional |atent diabetics may 
develop the overt disease. 


Anti-inflammatory potency of ARISTOCORT 
was determined by both the asbestos pellet’ 
and cottonball® tests. It was found to be nine 
to 10 times more effective than hydrocortisone 
in this respect. 


Gastric acidity and pepsin 


The precise mode of ulcerogenesis during 
treatment with corticosteroids is not known. 
There is much experimental evidence for be- 
lieving this may be related to the tendency of 
these agents to increase gastric pepsin and 
acidity—and this cannot be abolished by vagot- 
omy, anticholinergic drugs or gastric antral 
resection.!® Clinical studies'! of patients on 
ARISTOCORT revealed that uropepsin excretion 
is not elevated. Further, their basal acidity 
and gastric response to histamine stimulation 
were within normal limits. 


Central nervous system 


The tendency of corticosteroids to produce 
euphoria, nervousness, mental instability, oc- 
casional convulsions and psychosis is well 
known.'* The mechanism underlying these 
disturbances is not well understood. 

ARISTOCORT, on the contrary, does not pro- 
duce a false sense of well being, insomnia or 
tension except in rare instances. In the treat- 
ment of 824 patients, for up to one year, not 
a single case of psychosis has been produced. 
In general, it appears to maintain psychic 
equilibrium without producing cerebral stim- 
ulation or depression. 


Bibliography 
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The Promise of /\PIStOCORrt 


in Reduction of Side Effects 


O It is axiomatic to afirm that the undesirable 


collateral hormone effects of corticosteroids 
increase in frequency and severity the higher 
the dosage and the longer used. 

It has also become well recognized that the 
most serious of the major side effects from 
long-term corticosteroid treatment are peptic 
ulcers, osteoporosis with fracture, drug psy- 
chosis and euphoria, and sodium and water 
retention leading often to general tissue 
edema and hypertension. 

It is significant that of the close to 400 pa- 
tients on the lower dosage schedules found 
effective in bronchial asthma and dermato- 
logic conditions, only | case of peptic ulcera- 
tion has developed. No other of the above 
side effects have been observed even though 
ARISTOCORT was administered continuously 
to them for periods as long as one year. 

The treatment of rheumatoid arthritis with 
steroids appears to result in the highest inci- 
dence of side effects. For this reason, the side 
effects associated with arisrocort therapy in 
292 patients with rheumatoid arthritis are 
reported below. 


Peptic Ulcer 


The occurrence of peptic ulcer in 292 pa- 
tients with rheumatoid arthritis treated con- 
tinuously for up to one year with arisrocorT 
is approximately | per cent (2 of the 3 
occurred in patients transferred from predni- 
sone). In the remaining 532 cases recently 
analyzed, only one ulcer has been discovered 
in a patient who apparently had no ulcer 
when he was changed from another steroid. 


Osteoporosis and 
Compression Fractures 


The occurrence of osteoporosis with com- 
pression fracture in 292 patients with rheu- 
matoid arthritis treated continuously for up to 
one year with aristocorT is 0.33 per cent 
(1 case'). Although these results are encour- 
aging, determination of the true incidence 
of osteoporosis will have to await the passage 
of more time. 


Euphoria and Psychosis 


The euphoria so commonly produced by all 
previous corticosteroids has seemed a most 
desirable attribute to patients. In penalty, 
however, they have often later to pay for this 
by mental disturbances, varying from mild 
and transitory to severe depression and psy- 
chosis,” and toxic syndromes producing even 
convulsions and death.* 

Since the onset of these complications is not 
directly related to duration of steroid admin- 
istration,’ the fact that not one case of psy- 
chosis occurred in 824 patients treated with 
ARISTOCORT, Is most encouraging. 
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Sodium Retention—Hypertension- 
Potassium Depletion 


When 17 patients were changed from predni- 
sone to ARISTOCORT, 11 rapidly lost weight al- 
though only one had had visible edema.® 
Sodium and water retention, hypokalemia 
or hyperkalemia and steroid hypertension did 
not appear in 194 rheumatoid arthritis pa- 
tients treated with arisTocort.!:® 

The interrelation between blood and body 
sodium, and steroid hypertension has long 
been generally appreciated.”** Except in 
rare instances, or when unusually high doses 
are used (e.g., leukemia), the problem of 
edema and hypertension caused by sodium 
and water retention, has been eliminated 
with ARISTOCORT. 


Minor Side Effects 


Collateral hormonal effects of less serious con- 
sequence occurred with approximately the 
same frequency as with the older corticoster- 
oids.! These include erythema, easy bruising, 
acne, hypertrichosis, hot flashes and vertigo. 
Several investigators have reported symptoms 
not previously described as occurring with 
corticosteroid therapy, e.g., headaches, light- 
headedness, tiredness, sleepiness and occa- 
sional weakness. 

Moon facies and buffalo humping have 
been seen in some patients on ARISTOCORT. 
However, aristocorT therapy, in many in- 
stances, resulted in diminution of “Cushin- 
goid” signs induced by prior therapy. Where 
this occurs, it may be related to reduced 
dosage on which patients can be maintained. 


Reduction of dosage 
by one-third to one-half 


In a double-blind study of comparative dos- 
age in patients with rheumatoid arthritis,® 
70 per cent of the cases were as well controlled 
on a dose of anistocorT one-half that of pred- 
nisone. A general recommendation can be 
made that arIsTocorT be used in doses two- 
thirds that of prednisone or prednisolone in 
the treatment of rheumatoid arthritis. There 
are individual variations, however, and each 
patient should be carefully titrated to produce 
the desired amount of disease suppression. 
Comparative studies, of patients changed 
from prednisone, indicate reduced dosage of 
ARISTOCORT in bronchial asthma and allergic 
rhinitis (33 per cent),°® and in inflammatory 
and allergic skin diseases (33-50 per cent).’°" 


(;,eneral Precautions and 


Contraindications 


Administration of aristocort has resulted 
in lower incidence of major serious side 
effects, and in fewer of the troublesome minor 
side effects known to occur with all previously 
available corticosteroids. However, since it is 
a highly potent glucocorticoid, with profound 
metabolic effects, all traditional contraindica- 
tions to corticosteroid therapy should be ob- 
served. 

No precautions are necessary in regard to 
dietary restriction of sodium or supplementa- 
tion with potassium. 

Since ARISTOCORT has less of the traditional 
side effects, the appearance of sodium and 
water retention, potassium depletion, or 
steroid hypertension cannot be used as signs 
of overdosage. As a rule patients will lose 
some weight during the first few days of 
treatment as a result of urinary output, but 
then the weight levels off. 

Patients do not develop the abnormally 
voracious appetite common to previous corti- 
costeroid administration. In fact, some patients 
experienced anorexia, and it is advisable to 
inform patients of this and to recommend 
they maintain a normal intake of food, with 
emphasis on liberal protein intake. 

While precipitation of diabetes, peptic 
ulcer, osteoporosis, and psychosis can be ex- 
pected to appear rarely from ARISTOCORT, 
they must be searched for periodically in 
patients on long-term steroid therapy. 

Traditional precautions should be observed 
in gradually discontinuing therapy, in meet- 
ing the increased stress of operation, injury 
and shock, and in the development of inter- 
current infection. 

There is one overriding principle to be ob- 
served in the treatment of any disease with 
ARIsTOcORT. The amount of the drug used 
should be carefully titrated to find the smallest 
possible dose which will suppress symptoms. 
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The Promise of /\ristOCOrt 


in Rheumatoid Arthritis 


()aristocort therapy has been intensely and 
~ extensively studied for periods up to one year 
on 292 patients with rheumatoid arthritis. 

Significant is the fact that most patients were 
severe arthritics, transferred to ARISTOCORT 
from other corticosteroids because satisfactory 
remission had not been attained, or because 
the seriousness of collateral hormonal effects 
had made discontinuance desirable. 


Results of treatment 


Freyberg and associates’ treated 89 patients 
with rheumatoid arthritis (A. R. A. Class II 
or III and Stage II or III). Of these, 51 were 
on Aristocort therapy from three to over 10 
months. In all but a few patients, satisfactory 
suppression of rheumatoid activity was ob- 
tained with 10 mg. per day. Thirteen were 
controlled on 6 mg. or less a day, and for 
periods to 180 days. The investigators reported 
therapeutic effect in most cases to be A. R. A. 
Grade II Gimpressive) and that marked re- 
duction in sedimentation rates occurred. 

Another interesting observation in this 
study: Of the 89 patients treated, 12 had ac- 
tive ulcers, developed from prior steroid ther- 
apy. In six patients, the ulcers healed while 
on doses of ARISTOCORT sufficient to control 
arthritic symptoms. 

Hartung” treated 67 cases of rheumatoid 
arthritis for up to 10 months. He found the 
optimum maintenance dose to be 11 mg. per 
day. Nineteen of these patients were treated 
for six to 10 months with an “excellent” thera- 
peutic response. 


Dosage and course of therapy 


The initial dosage range recommended is 14 
to 20 mg. per day—depending on the severity 
and acuteness of signs and symptoms. Dosage 
is divided into four parts and given with 
meals and at bedtime. Anti-rheumatic effect 
may be evident as early as eight hours, and 
full response often obtained within 24 hours. 
This dosage schedule should be continued 
for two or three days, or until all acute mani- 
festations of the disease have subsided, 
whichever is later. 

The maintenance level is arrived at by re- 
duction of the total daily dosage in decre- 
ments of 2 mg. every three days. The range 
of maintenance therapy has been found to 
be from 2 mg. to 15 mg. per day—with only 
a very occasional patient requiring as much 
as 20 mg. per day. Patients requiring more 
than this should not be long continued on 
steroid therapy. 

The aim of corticosteroid therapy in rheu- 
matoid arthritis is to suppress the disease only 
to the stage which will enable the patient to 
carry out the required activities of normal 
living or to obtain reasonable comfort. The 
maintenance dose of ARISTOCORT to achieve 
this end is arrived at while making full use of 
all other established methods of controlling 
the disease. 

ARISTOCORT is available in 2 mg. scored tablets 
(pink); 4 mg. scored tablets (white). Bottles 
of 30. 


Bibliography 
1. Freyberg, R. H., Berntsen, C. A., and Hellman, L.: Paper 


presented at International Congress on Rheumatic Diseases, 
Toronto, June 25, 1957. 2. Hartung, E. F.: Paper presented 
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| | 
SA 
; 
= 
: 
‘ 
e's We 
ef 
ee | 
| 
| 
| 
= 
| 
| 


The Promise of 


in Respiratory Allergies 


_) About 200 patients with respiratory allergies 
have been treated with arnistocort for con- 
tinuous periods up to eight months. Dosage and course of therapy 


Results of treatment The initial dosage range recommended is 8 to 


Sherwood and Cooke':* gave arisTocoRT to 
42 patients with bronchial asthma and allergic 
rhinitis. Average dose needed to control the 
asthmatic group was approximately 6 mg. per 
day (range, 2 to 14 mg. ). Results, which were 
called “good to excellent” in all but four, were 
achieved on one-third less than similarly ef- 
fective doses of prednisone or prednisolone. 

The investigators noted other major im- 
provements in ARISTOCORT therapy over the 
older steroids. There was no increase in blood 
pressure in any patient: on the contrary, in 
12 patients, there was reduction of pressure 
when they were transferred to ARISTOCORT. 
One patient had required auxiliary antihyper- 
tensive drug therapy; over a nine-week period 
on ARISTOcORT, the pressure gradually fell 
from 206/100 to 136/79. In another case, the 
pressure slowly dropped from 205/105 to 
154/86. 

The number of cases in which these inves- 
tigators tried aristocorr in allergic rhinitis 
was not large enough to provide significant 
averages. However, the range of effective ther- 
apy was from 2 to 6 mg. per day. [hese strik- 
ingly low daily doses resulted in control of all 
signs and symptoms. 

Schwartz* treated 30 patients with chronic, 
intractable bronchial asthma. At an average 
daily dose of 7 mg., he reported “good to ex- 
cellent” results in all but one. Spies,* Barach® 
and Segal,® reported similar results at aver- 
age daily maintenance doses of 4 to 10 mg. 
of ARISTOCORT. 


14 mg. of aristocort daily. Although a rare, 
very severe Case may require more than this on 
the first day of therapy, these dosages will 
usually result in prompt alleviation of dyspnea, 
wheezing and cyanosis. Patients are soon able 
to carry out a normal span of daily activity. 

The maintenance level is arrived at by re- 
duction of the total daily dose every three 
days in decrements of 2 mg.; in the over-all 
series, the average daily dose for bronchial 
asthma is approximately 8 to 10 mg. and for 
allergic rhinitis, 2 to 6 mg. per day. All total 
daily doses should be divided into four parts 
and given with meals and at bedtime. As in 
every condition where corticosteroids are em- 
ployed, each patient s treatment should be 
individualized and the maintenance arrived 
at by careful titration against signs and symp 
toms of disease. 

Patients with chronic bronchial asthma may 
require steroid therapy for several months. 
And since asthma may be associated with 
cardiac disease, especially in the older age 
groups, ARISTOCORT is particularly useful be- 
cause of its ability to cause excretion of 
sodium and water. 

ARISTOCORT is available in 2 mg. scored tab- 
lets (pink); 4 mg. scored tablets (white). 


Bottles of 30. 
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in Nephrotic Syndrome 


O Fourteen patients with the nephrotic syn- 
drome have been treated with aristocort for 


continuous periods of up to six weeks. 


Results of treatment 


Hellman and associates!* noted that 
ARISTOCORT, because of its favorable electro- 
lyte effects, may well be the most desirable 
steroid to date in treatment of the nephrotic 
syndrome. However, thus far its use has been 
reported in only 14 children, of whom 8 had 
a complete diuresis and disappearance of all 
abnormal chemical findings. Four of the pa- 
tients had diuresis, but continued to show 
some abnormal chemical findings, while two 
patients with signs of chronic renal disease 


tailed to respond. 


Dosage and course of therapy 


In order to produce maximal response, 20 mg. 
should be given daily until diuresis occurs. 
The dose should then be decreased gradually 
and maintained around 10 mg. a day. After 
the patient has been in remission for some 
time, it may be advisable to diminish the dose 
gradually and discontinue ARISTOCORT. 


PISTOCORT 


in Pulmonary Emphysema 
and Fibrosis 


O Eleven patients with pulmonary emphysema 
and/or fibrosis were treated with ARISTOCORT 
for continuous periods of over two months. 


Results of treatment 


Only small series of cases observed by Barach,' 
Segal,*_ and Cooke,® are available. Barach 
treated patients who were not adequately con- 
trolled by prednisone, with the same dose of 
ARISTOCORT with significant improvement. 


Dosage and course of therapy 


The initial suppressive dose range recom- 
mended is 10-14 mg. daily. Frequently, there 
is a prompt decrease in cyanosis and dyspnea, 
with increase in vital capacity. 

The average maintenance dose level was 
8 mg. a day. If it is desired to maintain a pa- 
tient on continuous therapy for some months, 
dosages as low as 2 mg. a day have been suc- 
cessful. All decreases in dosage should be 
gradual and at a rate of 2 mg. decrements in 
total daily amount, every two to four days. 
The daily dosage is divided into four parts and 
given with meals and at bedtime. 
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in Neoplastic Diseases 


O Forty-four children and adults have been 
given aristocort for palliative treatment of 
acute leukemia, chronic lymphatic leukemia, 
lymphosarcoma, lympholeukosarcoma and 
Hodgkin's disease. 


Results of treatment 


Farber® has treated 22 children with acute 
leukemia for an average of three weeks. Of 
the 17 observed long enough to judge the 
efhcacy of the medication, he rated five as 
excellent, three as good, two as fair and seven 
as poor responses. 

Hellman and associates’ gave ARISTOCORT 
to a group of patients with the various lym- 
phomas in doses of 40 to 50 mg. a day—occa- 
sionally up to 100 milligrams. Treatment was 
continued in some cases for 17 weeks. Re- 
sponse was Classified as good for the palliative 
purposes for which the drug was given. 


Dosage and course of therapy 


Massive initial suppressive doses of 40 to 50 
mg. per day in children (1 mg./kg./day) and 
up to 100 mg. a day in adults have been 
administered. 

Responses to any specific dosage in these 
conditions vary so widely that only a general 
dosage range can be indicated. Treatment 


must be individualized; rate of reduction in 
dosage and determination of maintenance 
levels cannot be categorized. 


Miscellaneous 


Patients with various other diseases have been 
treated by several clinical investigators. These 
include patients with osteoarthritis, acute bur- 
sitis, rheumatic fever, spondylitis, other 
“collagen-vascular’ diseases (dermatomyositis, 
etc. ), thrombocytopenic purpura, chronic eosi- 
nophilia, hemolytic anemia, diuretic-resistant 
congestive heart failures, and adrenogenital 
syndrome. 

There have not been sufhicient patients in 
any of the above categories to permit defini- 
tive treatment schedules to be finally estab- 
lished for Aanistocort. Additional studies are 
now in progress and physicians desiring in- 
formation on any of these diseases are re- 
quested to write to Lederle Laboratories, Pear! 
River, New York for available data. 

ARISTOCORT is available in 2 mg. scored tab- 
lets (pink); 4 mg. scored tablets (white). 
Bottles of 30. 
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The Promise of /\PISTOCORT 


have been successfully employed. Once le- 
sions are suppressed, gradually reduce dose 
to the maintenance level—which may be as 


low as 2 mg. per day. 


in Inflammatory and 
Allergic Skin Diseases 


O Over 200 patients with allergic and inflamma- Bibliography 


) 

skin diseases (including 1. Rein, C. R., Fleischmajer, R.,and Rosenthal, A.: J.A.M.A., 
dermatitis, exfoliative dermatitis, pemphigus, 165:1821, 1957. 2. Sherwood, H., and Cooke, R. A.: Per- 
“4s . . a . sonal Communication. 3. Shelley, W. B., and Pillsbury, 
dermatitis herpetiformis, eczematoid derma- D. M.: Personal Communication. 4. Hollander, J. L.: Dis- 
titis, contact dermatitis and an gioneurotic cussion of Paper by Black, R. L., presented at International 
iis, ‘ Congress on Rheumatic Diseases, Toronto, June 28, 1957. 

edema) have been treated continuously with 


ARISTOCORT for periods of up to eight months. 


in Disseminated Lupus 


Results of treatment Erythematosus 


Rein and associates! treated 26 patients with 


severe dermatitis. Twenty-four had been on CO Forty patients with disseminated lupus ery- 


prednisone when changed to ARISTOCORT. 
While some had found satisfactory sympto- 
matic relief, others had also developed side 
effects—moon face, buffalo hump, increased 
appetite with excessive weight increases and 
gastro-intestinal disturbances. 

These investigators determined the equiva- 
lent dosage of Aristocort to be approximately 
two-thirds that required to control symptoms 
on the previous corticosteroid. Thirteen of the 
26, who had developed moon face, noted 
either an actual decrease or no further in- 
crease when transferred to Aristocort. In 
addition: Voracious appetites disappeared, 
with loss of weight in 11 patients; there was 
no elevation in blood pressure, and no neces- 
sity to restrict sodium or administer supple- 
mental potassium. Sherwood and Cooke,? and 
Shelley and Pillsbury® obtained similar results 
in allied disorders. 

Hollander* first observed that arn1sTOCORT 
appears to have striking afhnity for the skin 
and great activity in controlling such diseases 
as psoriasis, for which other corticosteroids 
have been indifferently effective. Shelley and 
Pillsbury,* in 50 cases of acute extending 
psoriasis found that over 60 per cent were 
markedly improved. 


Dosage and course of therapy 


The recommended initial suppressive dose 
range is 14 to 20 mg. per day. In very severe 
cases, temporary dosages up to 32 mg. a day 


thematosus were treated with anistocort for 
continuous periods of up to nine months. 


Results of treatment 


Patients have responded very promisingly to 
therapy. Dubois’ has had the largest single 
experience (28 cases) with arisTocort in the 
treatment of this disease. He reported 25 of 
the 28 responded favorably. 

Freyberg,” Hartung, Hollander,* Spies,’ 
and Segal,® each in smaller series of cases, 
reported similarly good therapeutic responses. 


Dosage and course of therapy 


The initial suppressive dose recommended is 
20-30 mg. daily. Once the desired effect is 
achieved, the dose should be reduced gradu- 
ally to maintenance levels (3 to 18 mg. per 
day). 

In severely ill patients large doses may be 
required for several days in order to preserve 
life. Even on these large doses, edema and 
sodium retention have not occurred. 

ARISTOCORT is available in 2 mg. scored tab- 
lets (pink); 4 mg. scored tablets (white ). 
Bottles of 30. 
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BONADOXIN 


stops morning sickness but... 


relief with BONADOXIN in 1534 patients* 
good or excellent. ...... . 87.8% 
fair or moderate 8.6% 
poor or none . 3.6% 


*“Summary of published clinical studie: 
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doesn’t 


patient 


... tolerance was excellent, 
with no drowsiness resulting.’” 


side reactions 
were observed.... 


Each pink-and-blue tablet contains: 


Pyridoxine HCl... .50mg. 
Meclizine HCl.....25 mg. 
Bottles of 25 and 100. 


Now also available as 
BONADOXIN DROPS 


1. Weinberg, A., and Werner, W. E. F.: Am. 
Pract. & Digest Treat. 6:580 (April) 1955. 
2. Codling, J. W., and Lowden, R. J.: North- 
west Med. 57:331 (March) 1958. 


New York 17, New York 
Division, Chas. Pfizer & Co., Ine. 


= 
TES 
+ 
: 
4 
: 
é 
is 240 


AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


9% —«:120 


“Onford University Press, i847) 7348. 


Whats wrong with the term 
“emptying of the gallbladder’? 
The gallbladder discharges bile by fractional evacuation. It is not 


emptied completely at any one time even following a fatty meal. 


Source — Lichtman, S. S.: Diseases of the Liver, Gallbladder and Bile Ducts, ed. 3, 
Philadelphia, Lea & Febiger, 1953, vol. 2, p. 1177. 


routine physiologic support for “sluggish” older patients 


DECHOLIN® one tablet 


therapeutic bile 


increases bile flow and gallbladder function—combats bile stasis 
and concentration... helps thin gallbladder contents. 


corrects constipation without catharsis—prevents colonic dehydra- 
tion and hard stools... provides effective physiologic stimulant. 


DECHOLIN tablets (dehydrocholic acid, AMEs) 3% gr. Bottles of 100 and 500. 


(ay AMES COMPANY, INC « ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 44658 
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SULFASUXIDINE SUSPENSION WITH KAOLIN AND PECTIN 


CONTROLS “SUMMER COMPLAINT” 


For people at work or on vacation, “summer complaint” is an annoying hazard of 
warm weather. Changes in routine or in eating or drinking habits can cause diarrhea 
and ruin summer days. 

CREMOSUXIDINE gives prompt control of seasonal diarrhea by providing antibac- 
terial and antidiarrheal benefit. It detoxifies intestinal irritants and soothes inflamed 


mucosa. 
Chocolate-mint flavored CREMOSUXIDINE is so pleasant to take too! 


CREMOSUXIDINE and SULFASUXIDINE MERCK SHARP & DOHME 


are trade-marks of Merck & Co., Inc. DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA 


: 
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Unusual Antibacterial and Anti-infective Properties. More rapid ab- 
sorption ... higher and better sustained plasma concentrations... more 
soluble in acid urine than other sulfonamides... freedom from crystal- 
luria and absence of significant accumulation of drug, even in patients 
with azotemia. ! 


Unprecedented Low Dosage. Less sulfa for the kidney to cope with... 
yet fully effective. A single daily dose of 0.5 to 1.0 Gm. (1 to 2 tablets) 
maintains higher plasma levels than 4 to 6 Gm. daily of other sulfonamides 
—a notable asset in prolonged th>rapy. 2 


New Control Over Sulfonamide-sensitive Organisms. KyNEX maintains 
the prolonged, high tissue concentrations of primary importance in treat- 
ment of urinary infections...a therapeutic asset toward preventing 
manifest pyelonephritis as a complication of persistent bacteriuria during 
pregnancy and puerperium. Maintenance of sterile urine in such patients 
was accomplished with 1 tablet of KYNEX daily. 3 


Suifametnoxypyridazine Lederle 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, 
followed by 0.5 Gm. (1 tablet) every day thereafter, or 1 Gm. every other 
day for mild to moderate infections. In severe infections where prompt, 
high blood levels are indicated, the initial dose should be 2 Gm. followed 
by 0.5 Gm. every 24 hours. Dosage in children, according to weight; 1.e., a 
40 lb. child should receive |; of the adult dosage. It is recommended that 
these dosages not be exceeded. 


KYNEX —WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (71% grains) of sulfamethoxypyri- 
dazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 ec.) of caramel-flavored syrup contains 250 
mg. of sulfamethoxypyridazine. Bottle of 4 fl. oz. 


References: 1. Grieble, H. C. and Jackson, G. G.: Prolonged Treatment of Urinary-Tract Infections 
with Sulfamethoxypyridazine. New England J. Med. 258:1-7, 1958. 2. Editorial New England J. Med, 
258:48-49,1958. 3. Jones, W. F., Jr.and Finland, M., Sulfamethoxypyridazine and Sulfachloropyridazine, 
Ann. New York Acad, Sc. 60:473-483, 1957. 


*Reg. U.S. Pat. Off. 


LEDERLE LABORATORIES 

a Division of 

AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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Phenaphen with Codeine provides 
intensified codeine effects with 
control of adverse reactions. 
It renders unnecessary (or postpones) 
the use of morphine or addicting 

| synthetic narcotics, even in 

2 Oe many cases of late cancer. 


© ¥ 


Three Strengths — 
PHENAPHEN NO. 2 
Phenaphen with Codeine Phosphate 1% gr. (16.2 mg.) 


PHENAPHEN NO. 3 


Phenaphen with Codeine Phosphate 2 gr. (32.4 mz.) 


PHENAPHEN NO. 4 
Phenaphen with Codeine Phosphate 1 gr. (64.8 mg.) 


Also — 

PHENAPHEN Hein each capsule 
Acetylsalicylic Acid 2% gr. (162 mg.) 
Phenacetin 3 gr. ...... (194 mg.) 


Phenobarbital % gr..... (16.2 mg.) 
Hyoscyamine sulfate... .. (0.031 mg.) 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit since 1878 
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allergies 
with 


METRETON 


NASAL SPRAY 


MeTicoRTELONE plus CHLOR-TRIMETON 


unique ‘‘Meti’’steroid-antihistamine combination 
guick nasal clearing—easy breathing within min- 
utes... without rebound 

shrinks nasal polyps—helps revive sense of smell 
prolonged effect—aids drainage, relieves itch, con- 
trols discharge . . . lastingly effective 

broad range of use—cardiac, hypertensive, preg- 
nant and elderly patients are safe from sympathomi- 
metic vasoconstrictor effects 

15 ce. plastic squeeze bottle. 

Each ce. of METRETON Nasal Spray contains 2 mg. (0.2%) prednisolone 


acetate and 3 mg. (0.3%) chlorprophenpyridamine gluconate in a non 


irritating isotonic vehicle. 
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Mericonten and CRLOR 


response without fail by the systemic route safe and well tolerated 

Merreton Tablets provide uniquely effective MeTRETON contains MerTicorTEN, the steroid 
antiallergic, anti-inflammatory benefitsin hard- that does not cause fluid or electrolyte disturb- 
to-control allergies. Added ascorbic acid helps ance in average dosage schedules, and CHLOor- 
counter stress and prevents vitamin C depletion. Trimeton, the antihistamine noted for its 


remarkable record of safety and effectiveness. 


maleate and 75 mg. ascorbic acid. 


Each ec, of METRETON Ophthalmic Saspension con- 
tains 2 mg. (0.2%) prednisolone acetate and 3 mg. 
(6.3%) chlorprophenpyridamine gluconate. 


Merneron,® brand of corticoid-antihistamine compound. 
brand of prednisvlone. 
Merticozten,® brand of prednisone. 


brand of chi 
preparations. 


SCHERING CORPORATION + BLOOMF 1ELD, NEW JERSEY Meti —t.m.— brand of certicostercids. 


| 
Each METRETON Tablet contains 2.5 dni 
| ablet contains 2.5 mg. prednisone, 2 mg. chlorprophenpyridamine 
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FIRST—clinically confirmed for better management 
of psychotic patients 


NOW -— clinically confirmed as an improved 


antiemetic agent 


Squibb Triflupromazine 


PROMPT, POTENT and LONG-LASTING ANTIEMETIC ACTIVITY 


Clinical investigators* report that in clinical studies 


Post- 
operatively 


After Chranic In Infections, In In 
Nitrogen and intra-abdominal Neurosurgical Pregnancy 
Mustard Vomiting Disease, and Diagnostic When Vomiting 
Therapy Carcinomatosis Procedures is Persistent 


VESPRIN 


s showed potent antiemetic action 


completely relie 
intravenous dos 


ved nausea and vomiting in small 
es 


ws showed a prolonged antiemetic effect 


caused little or no pain at injection site 
controlled chronic nausea and vomiting in 


orally administered doses 
s produced relief in certain cases refractory to other antiemetics 


often markedly 


effectively term 


depressed or abolished the gag reflex 


inated the hard-to-control nausea and 


vomiting common to nitrogen mustard therapy 
gs provided prophylaxis against the nausea and 
vomiting associated with pneumoencephalography 


*Reports to the Squibb Institute for Medical Research 


antiemetic dosage: 


Intravenous route —8 mg. average single dose; dosage range 5 to 10 mg. 
Intramuscular route —15 mg. average single dose; dosage range 5 to 15 mg. 
Oral route—10 to 20 mg. initially, subsequently 10 mg. t.i.d. 


supply: Parenteral Solution—1 cc. ampuls (20 mg./cc.) 


— ri 
j 


Oral Tablets—10 mg., 25 mg., 50 mg., in bottles of 50 and 500 


SQUIBB pig?) Squibb Quality—the Priceless Ingredient 
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“Rheumatoid arthritis is a constitutional disease with symptoms affecting chiefly joints and muscles.’ ‘Pain 
oint is accompanied by splinting of the adjacent muscles, with resultant ‘muscle spasm.’ '” 


in the affected | 
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.cPROLONE is the only anti- 
rheum atoid arthritis rheumatic-antiarthritic designed to 
relieve simultaneously (a) muscle 
spasm (b) joint-muscle inflammation 
(c) physical distress .. . and may 


involves both thereby help prevent deformity and 
disability in more arthritic patients 
to a greater degree than ever before. 


SUPPLIED: Multiple Compressed 
join S all Tablets in bottles of 100, in three 
formulas: 


MEPROLONE-5—5.0 mg. prednisolone, 
400 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel. 
MEPROLONE-2—2.0 mg. prednisolone, 
200 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel. 
MEPROLONE-1—supplies 1.0 mg, 
prednisolone in the same formula as 
MEPROLONE-2. 

1. Comroe’s Arthritis: Hollander, J. L., p. 149 (Fifth 
Edition, Lea & Febiger, Philadelphia. Pa. 1953). 


2. Merck Manual: Lyght, C. E.. p. 1102 (Ninth 
Edition, Merck & Co., Inc., Rahway, N. J. 1956). 


EPROLONE 


THE FIRST ViEPROBAMATE PREDNISOLONE THERAPY 
meprobamate to relieve muscle spasm 
prednisolone to suppress inflammation 


relieves both 
muscle spasm 
and joint inflammation 


MERCK SHARP & DOHME pPhitadelphia 1, Pa. 
Division of MERCK & CO., INc. 
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Theominal with Rauwol 


FOR ESSENTIAL HYPERTENSION 


RAUWOLFIA SERPENTINA~—used medicinally for centuries in India and ihe? 
es THEOMINAL — prescribed by American physicians for several decades. 


= ‘THEOMINAL R. $.: Each tablet contains 320 mg. theobromine, 10 mg. Luminal® 
mg. purified Ravwolfia serpentina alkaloids (alseroxylon). 


ADVANTAGES: 


1. Gradual but sustained reduction of blood pressure 

2. Diminution of emotional tension, anxiety and insomnia 

3. Alleviation of congestive headache, vertigo, dyspnea 

4. Improvement in orientation and social behavior in the aged 


Dose: 1 tablet two or three times daily. 


Supplied: Bottles of 100 and 500 tablets. LABORATORIES 


NEW YORK 18, N. Y. 
Theominal and Luminal (brand of phenobarbital), trademarks reg. U. S. Pat. Off, 
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“this did receive of biood or 
any hematinic other than the intramuscular dose of iron. His 
initial concentration of hemoglobin measured 5.8 gm. per 
100 cc. of blood and in spite of operation [hemorrhoidectomy] 
and further loss of blood the concentration increased to 


12.2 gm. within less than 3 weeks. Concomitantly with the 
hematologic improvement there was clinical improvement 
and subsidence of the initial primary symptoms [unusual 
fatigability, dyspnea, palpitation on exertion].”? 


INTOLERANCE TO ORAL IRON: 


had an excellent response wile a 
of 5.3 per cent on the seventh day, and a complete disap- 
pearance of the anemia and conversion from hypochromic 
to normochromic cells by the end of two months. She expe- 
rienced remarkable improvement in pep and sense of well- 
being coincident with the alleviation of her anemia.” 

(1) Hagedorn, A. B.: Proc. Staff Meet. Mayo Clin. 32:705 (Dec. 11) 1957. 


(2) Best, W. R. Louis, J.. and Limarzi, L. R.: M. Clin. North America 
(Jan.) 1958, p. 3. 

Supplied: 2-cc. and 5-cc. ampuls, boxes of 4. Physician’s directions in 
every box. There are 50 mg. of elemental iron per cc. Request brochure 
NDA 17, imferon. 

IMFERON® js distributed by Lakeside Laboratories, Inc., under license 
from Benger Laboratories, Limited. 
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NOW...A NEW TREATMENT 


for TUE 


‘Cardilate’ tablets ? shaped for easy retention 
in the buccal pouch 


“,.. the degree of increase in exercise tolerance which sublingual ery- 
thro! tetranitrate permits, approximates that of nitroglycerin, amyl 
nitrite and octyl! nitrite more closely than does any other of the approxi- 
mately 100 preparations tested to date in this laboratory.” 


“Furthermore, the duration of this beneficial action is prolonged suffi- 
ciently to make this method of treatment of practical clinical value.” 


Riseman, J. E. F., Altman, G. E., and Koretsky, S.: 
Nitroglycerin and Other Nitrites in the Treatment of 
Angina Pectoris, Circulation Jan.) 1958. 


*Cardilate’ brand Erythrol Tetranitrate SUBLINGUAL TABLETS, 15 mg. scored 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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prolonged 


release 
capsules 


enly sustain relaxation of mind and muscle 


‘ 
’ MEPROSPAN THERAPY MEPROSPAN THERAPY 
4PM. 8PM. 2AM 
TWO MEPROSPAN CAPSULES AT BEDTIME 
NTERRUPTED SLEEP THROUGH 
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12 PLM. 
eR vine ‘ N NTE 
| OUT THE NIGHT 


TWO MEPROSPAN CAPSULES IN THE MORNING 
ION AND SKELETAL MUS 


RELIEVE ANKIETY 
CLE SPASM THROUGHOUT THE OAY. 


Gen 


MEPROBAMATE IN PROLONGED RELEASE CAPSULES 


maintains constant level of relaxation 
minimizes the possibility of side effects 


simplifies patient’s dosage schedule 


Dosage: Two Meprospan capsules q. 12 h. 


Supplied: Bottles of 30 capsules. 
200 mg. 


Each capsule contains: 
Meprobamate (Wallace) 
dicarbamate 


Literature and samples on request. 
° WALLACE LABORATORIES, New Brunswick, N. J. 


CME-6598-49 
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QUALITY RESEARCH INTEGRITY | 


DUR 


At the last accounting,! physicians throughout the coun- 
try had administered at least one dose of poliomyelitis 
vaccine to 64 million Americans—all three doses to an 
estimated 34 million. Undoubtedly, these inoculations 
have played a major part in the dramatic reduction of 
paralytic poliomyelitis in this country. 
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Incidence of polio in the United States, 1952-1957 
(data compiled from U.S.P.H.S. reports) 


vaccine is plentiful for the job remaining 


There are still more than 45 million Americans under 
forty who have received no vaccine at all and many 
more who have taken only one or two doses. 


As it was phrased in a public statement by the Depart- 
ment of Health, Education, and Welfare: 
“Tt will be a tragedy if, simply because of public 
apathy, vaccine which might prevent paralysis or even 
death lies on the shelf unused.’’? 


Eli Lilly and Company is prepared to assist you and 
your local medical society to reach those individuals who 
still lack full protection. For information see your Lilly 
representative. 


1.J. A. M. A., 165:21 (November 23), 1957. 
2. Department of Health, Education, and Welfare: News Release, October 10, 


1957. 


EL! LILLY AND COMPANY e« INDIANAPOLIS 6, INDIANA, U. S. A. 
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BLOW-OUT PATCH REPAIR OF HERNIA 
WITH STEEL CLOTH* 


DANIEL J. Preston, M.D.** and C. F. RicHarps, M.D.*** 


The purpose of this report is to present 
personal experience with various implanted 
materials for the repair of hernia and to 
suggest methods for improving the results of 
hernia repair by the use of stainless steel 
cloth implants. 


About ten per cent of individuals who 
are otherwise normal show a congenital 
weakness of the abdominal wall in the in- 
guinal regions. Flat feet, hemorrhoids, vari- 
cose veins, herniated intervertebral disc, and 
inguinal hernia are peculiar to humans be- 
cause they habitually walk on their hind 
legs. These conditions are rare in four- 
footed animals. Compensatory anatomic 
evolutionary changes in the human in- 
guinal region have not kept pace with man’s 
habits of locomotion. 


Though a careless surgeon will have poor 
results by any method and a good surgeon 
may have good results with poor methods, 
optimum success in the repair of hernia is 
obtained by observance of certain sound 
surgical principles. These include aseptic 
technic, avoidance of placing materials in 
the wound which will cause tissue irritation 
or excessive fibrous tissue formation, hemo- 
stasis, avoidance of injury to nerves and 
blood vessels, gentleness in the handling of 
tissues, and maintenance of optimum local 
blood supply. 


Over-enthusiastic dissection may deprive 
the white fascia layer of valuable blood 


* Presented by Dr. Richards at the Annual Session of the 
Medical Society of Delaware, October 26, 1957. 

** Director of Surgery, Delaware Hospital, Wilmington, Del- 
aware. 


“* Attending Chief, Delaware Hospital, Wilmington, Del- 
aware. 


supply if all areolar and fatty tissue are re- 
moved from it. Excessive wound tension in- 
terferes with local blood supply and hind- 
ers good healing. Recurrence of the hernia 
may result from impaired healing when 
post-operative circulation at the incision is 
deficient rather than from failure of the 
suturing. 


Relaxing incisions or the creation of 
fascial flaps from the rectus sheath for re- 
pair of inguinal hernia is not advised. Such 
methods may result in enlargement of the 
area of weakness with recurrence of the 
hernia when structures from an adjacent 
strong area are expended to strengthen the 
weak area. 


Removal of fascia lata strips through sep- 
arate incisions in the thigh for use in the 
repair of hernias is not recommended. In 
1,485 repairs with autogenous fascia su- 
tures, recurrence was found in 27.7% (Bur- 
dick) and ran even higher when homolagous 
fascia or ox fascia was used.' Transplanted 
fascia is not a living graft. It is avascular 
non-viable tissue which becomes replaced by 
fibrous tissue in the wound. Unsightly or 
disabling muscle hernia may occur in the 
thigh at the donor site.” 


Scar tissue or fibrous tissue resulting 
from inflammation is not so strong as nor- 
mal musculo-fascial tissue. An excessive 
amount of it at the site of hernia repair is 
undesirable and may lead to recurrence of 
the hernia. The injection of irritating solu- 
tions at the hernia ring produces much local 
inflammation and scar tissue but does not 
produce a lasting cure of the hernia. Auto- 
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genous split skin graft or cutis graft is ob- 
jectionable for hernia repair because of fre- 
quent post-operative infection and the for- 
mation of excessive fibrous tissue in the 
wound.’ 


Successful repair of direct and indirect in- 
guinal hernias in patients whose muscula- 
ture is of poor quality requires something 
more than the material supplied by the 
patient. The anatomy of the region bears 
out this fact when one is confronted with 
attenuated transversalis fibers and weak, 
flabby internal oblique muscles. Most at- 
tempts to build a firm wall with such weak 
fibers is doomed to failure. It was with this 
thought in mind that investigations were 
made to discover materials that would give 
this area the needed strength yet be work- 
able and non-irritating to the tissues. 


Direct hernias repaired by experienced 
surgeons using standard procedures show a 
25 per cent recurrence rate in five years 
(Stanton). The recurrence rate for indirect 
hernias is reported to be 10 per cent to 12 
per cent (Mandl)'. These surgical failures 
represent a significant economic factor to 
the patient concerned because of disability 
periods involved and the cost of present day 
hospital treatment. Since 1948 we have em- 
ployed modified surgical methods of repair 
in selected cases using implanted materials 
in the abdominal wall for the purpose of 
reducing the incidence of recurrence. The 
guiding principles employed in modifying 
standard procedures to improve surgical re- 
sults have been: 


a. Elimination of excessive wound ten- 
sion. 

b. Use of implant materials and sutures 
of maximum strength and minimal 
irritation in the tissues. 
Conservation of blood supply at the 
site of hernia repair and avoidance of 
injury to nerves. 

Establishment of secure closure by 
reliable mechanical methods. 

e. Gentleness in handling the tissue. 


Inorganic substances produce less irrita- 
tion in tissues than organic substances. For 
this reason plastic materials and other or- 
ganic compounds have been avoided. Nylon 
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net is unsatisfactory as an implant material 
because it causes local irritation, infection, 
and chronic wound sinus formation.’ Silk 
employed for the lattice repair of hernia is 
not acceptable.‘ These organic materials 
are known to be unsuitable for implantation 
in tissues. 


Three materials from a list of readily 
available inorganic substances were selected 
for clinical trial. During the past nine years 
tantalum mesh, glass cloth, and stainless 
steel cloth have been used for implant re- 
pair of abdominal wall defects in selected 
cases. 


Tantalum mesh constructed from mono- 
metal wire is well accepted by tissues be- 
cause it is inert and non-irritating. How- 
ever, this material has the disadvantages of 
excessive stiffness, relative weakness, and a 
tendency to fragment in the tissues after 
operation. 


Glass cloth is a strong, soft, pliable fabric 
which has excellent handling qualities but 
has the undesirable effect of producing irri- 
tation when implanted in the tissues. A 
sizing of mineral oil and starch, necessary 
to the spinning and weaving of glass fibers, 
is believed to cause objectionable wound 
irritation. Removal of the starch and min- 
eral oil from the glass cloth caused the fab- 
ric to become weak, easily fragmented, and 
brittle in quality, making it unsuitable for 
use as an implant material. After a trial of 
glass cloth blow-out patch for repair of 176 
hernias by one of us, further use of this 
material was abandoned because of the dis- 
appointing incidence of wound irritation 
produced by it.° Even though antibiotics 
were given prophylactically, infection was 
frequent. 


Annealed 18-8 stainless steel cloth has 
most of the desirable features of glass cloth 
and tantalum mesh without the objection- 
able qualities. Stainless steel mesh does not 
require a sizing for its fabrication and is 
accepted well by the tissues as an implant 
because it is inert and non-irritating. This 
fact is evident since antibiotics have not 
been used postoperatively by one of us 
(Richards) and infection has been no prob- 
lem. Steel cloth is superior to tantalum 
mesh for repair of hernias because it has 
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greater strength, greater pliability and soft- 
ness, less tendency to work-harden, does not 
fragment in the tissues, can be obtained in 
a wider variety of mesh and wire sizes, and 
is cheaper. Therefore, we consider steel 
cloth to be the best available implant ma- 
terial for closure of hernia defects. 


Large incisional or ventral hernias which 
have such widely separated musculo-fascial 
edges that closure of the defect cannot be 
accomplished by suturing in the usual man- 
ner, are best managed with a steel cloth 


layer sutured + 


Steel cloth— 


Periton 
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blow-out patch. Successful reconstruction 
following excision of a part of the abdominal 
wall for treatment of malignant disease and 
repair of large diaphragmatic and _ pelvic 
floor defects are facilitated by the use of a 
steel cloth prosthetic implant, avoiding un- 
desirable wound tension. Mechanical ad- 
vantage in this type of repair is obtained 
by fashioning an implant larger than the 
size of the hernia ring and anchoring it with 
steel sutures beneath the edges of the 
musculo-fascial opening as shown in Figure 
1. On-lay implant repair is not reliable and 


Subcut. fat 


Defect 


Stainless steel cloth blow-out" 
patch 


FIGURE 1 


Cross section diagram indicates a method for anchoring the blow-out patch beneath the edges of the 
musculo-fascial ring. When widely separated musculo-fascial edges cannot be sutured together without 
excessive tension, the implant facilitates secure occlusion of the abdominal wall defect. 


may be followed by recurrence of the hernia 
if the anchoring sutures are torn away by 
bulging pressure from beneath. Stainless 
steel suture material is prepared because 
other types are more irritating. 


A method for repair of inguinal hernia 
with a steel cloth implant is shown in Figure 
2 and Figure 3. The chief advantage of 
this blow-out patch repair over standard 


hernia operations is the greater security in 
this type of closure which depends on firmly 
anchored steel cloth and not on weak or 
attenuated tissue layers sutured to each 
other. Distribution of intra-abdominal pres- 
sure over the extent of the implant is better 
retained than the same pressure applied to 
a narrow line of sutured tissue under ten- 
sion. 
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FIGURE 2 


The implant is cut at the operating table to fit the area of abdominal wall 
weakness and slotted to accommodate the cord through its central por- 
tion. It is anchored medially to the edge of the rectus sheath and later- 
ally to Cooper’s ligament and the shelving edge of the inguinal ligament 


with interrupted stainless steel sutures. 


Co-existing defects at the abdominal in- 
guinal ring and at Hesselbach’s triangle are 
reported in 11 per cent of inguinal hernias.* 
Blow-out patch of steel cloth is appropriate 
for the simultaneous repair of both hernias 
and can be used when either direct or in- 
direct hernia occurs alone. For indirect 
hernias the transfixed and ligated neck of 
the sac is transplanted beneath the edge of 
the rectus sheath before stiching in the 
blow-out patch. For direct hernia, one of 
us (Richards) believed that a Cooper’s 
ligament repair should be done first, and the 
implant of steel cloth stitched over it. In- 
tegrity of the repair, however, depends 
chiefly upon the securely anchored steel 
cloth implant. Without it a significant re- 


duction of hernia recurrence rate would 
seem unlikely. Sufficient follow-up has not 
yet been made to determine whether blow- 
out patch with a standard repair technic is 
better than the simplified implant pro- 
cedure shown in Figure 2 and Figure 3. 


Table 1 lists hernias personally repaired 
by us since 1948 using steel cloth implants. 
Change from standard procedures is_ be- 
lieved justified if clinical evidence shows 
improvement in results. These experiences 
with steel cloth implant repair indicate to 
us that results can be improved by this 
method. A reduction in the recurrence rate 
and reduction of the disability period has 
been noted when blow-out patch procedure 
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Position of 
underlvin & 
steel 


FIGURE 3 


The edges of the external oblique aponeurosis are united with interrupted steel sutures 
over the implant and beneath the cord. Fibroblasts grow through the mesh of the implant 
making it an integral part of the abdominal wall. 


TABLE 1 


951 HERNIA REPAIRS WITH STEEL CLOTH 
IN 749 PATIENTS 
1948 - 1957 


Indirect Inguinal........ 382 40.2% 
Direct Inguinal ......... 333 34.7% 
Recurrent Inguinal ...... 83 8.7% 
63 6.7% 
24 
Femoral ............ 
Recurrent Incisional .... 19 
Diaphragmatic ......... 9 
7 
4 
Dehiscence ............ 3 
2 
Recurrent Umbilical ..... 1 


was used. It is generally agreed that no 
perfect method for the surgical cure of 
hernia is available, but progress in medicine 
and surgery can come only through change. 


Though steel cloth repair is not an ultimate 
operation, we believe it to be a desirable 
modification of standard procedure in 
selected cases. 


One hundred twenty-nine patients who 
had steel cloth implant repair of hernia five 
or more years ago were sent a questionnaire 
and invited to have a free examination for 
the purpose of determining the results of 
this procedure. Four had died of unrelated 
causes in the post-operative interval. Fifty- 
seven did not respond. Thirty-seven re- 
turned the questionnaire and of this group, 
twenty-four came for examination. One re- 
currence was reported by questionnaire and 
one found by examination. This is 2.3 per 
cent known recurrence rate for 84 steel 
cloth implant repairs in sixty-one patients 
five or more years after operation. A second 
group of thirty-one patients examined four 
years after repair showed one recurrence. 
Thus, 115 repairs with 3 recurrences gives a 
2.6 per cent recurrence rate. A follow-up by 
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questionnaire or for a period of less than five 
years is not considered reliable in determin- 
ing the results of hernia operation. A more 
accurate estimate is had by examination of 
the patient five or more years after opera- 
tion. 


After operation for scrotal hernia a tran- 
sient, edematous, local swelling is common. 
Scrotal swelling following repair of other 
types of inguinal hernia is uncommon. 
Post-operative thrombosis of vessels in the 
spermatic cord produces painful swelling 
and induration of the cord and testis fol- 
lowed by atrophy of the testis in some cases. 
This complication may be prevented by 
gentleness in dissection and avoidance of 
stretching the cord or constricting it by mis- 
placed suture. Post-operative thrombosis of 
vessels in the cord is more likely to follow 
traumatic separation of the hernia sac from 
the cord, especially in patients with re- 
current hernia, in some who have worn a 
truss, or when there is excessive fibrous ad- 
hesions between the sac and the cord from 
other causes. 


Pain and tenderness persisting at the site 
of operation occasionally follows thoroco- 
tomy, lumbar incisions, and inguinal hernia 
repair and may be difficult to relieve.° Neu- 
ralgic pain and tenderness can be relieved 
in some instances by local infiltration nerve 
block with 1 per cent solution of procaine 
hydrochloride. Disabling pain which cannot 
be relieved by conservative measures may 
require ilio-inguinal neurolysis or neurec- 
tomy but these operations are not always 
successful. Post-operative neuralgia can be 
prevented by gentle handling of tissues dur- 
ing operation, avoidance of tearing, stretch- 
ing, or cutting nerves during operation, and 
avoidance of including nerves in sutures or 
ligatures. When steel sutures are used, the 
ends should be cut flush with the knot so 
that there are no sharp projections. When 
nerves have been injured, the steel sutures 
or steel cloth should not be implicated mis- 
takenly as the cause of symptoms. Steel 
cloth blow-out patches have not been found 
to cause post-operative pain when properly 
employed. 


Judgment of the surgeon in selecting the 
appropriate method and technic for obtain- 
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ing the best results is an important in- 
gredient of all successful hernia operations. 
Each hernia is an individual and separate 
problem which should not be subjected to 
a routine treatment. Steel cloth implant 
repair with steel sutures is an appropriate 
procedure for many hernias but is especially 
recommended for those which cannot be 
closed by suturing the musculo-fascial 
edges without causing excessive wound ten- 
sion. During the healing process fibroblasts 
grow through the steel mesh and make it an 
integral part of the abdominal wall. This 
is a rational procedure which favors prompt 
healing and a high rate of cure because it 
affords a secure closure without excessive 
wound tension. Tissue reaction is minimal 
and optimum local blood supply is main- 
tained. Steel cloth implants and steel su- 
tures are not fool-proof and do not guaran- 
tee perfect results, but when they are used 
with reasonable skill and judgment it is be- 
lieved that better results can be obtained 
with them in appropriate cases. 


SUMMARY 


A preliminary report is made of experi- 
ence in the repair of 951 hernias with steel 
cloth blow-out patch repairs in 749 patients. 
This method is recommended when mus- 
culo-fascial layers cannot be closed by su- 
tures without producing excessive wound 
tension. It is a rational procedure for pre- 
venting recurrence of hernia. 
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BEGINNING OF DISCUSSION 


Dr. RicHarps: I will now turn the dis- 
cussion over to Dr. Preston, who will give 
you the technic of placing the steel cloth 
implants. 


Dr. DANIEL J. PRESTON: Treatment sur- 
gically of a condition presumably includes 
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first the knowledge of the causes of the 
trouble. The treatment is then directed to- 
wards correction of that cause. I don’t 
know what the cause of hernia is, so we 
have devised a method of treatment against 
curing a defect of which we may not know 
the entire ideology. 


However, it is apparent that about 10 
per cent of the people are born with a weak- 
ness in their inguinal regions. Not all of 
these develop hernias apparently, but it 
does seem true that the human being is sub- 
ject to flat feet, varicose veins, hemorrhoids, 
slipped discs, and inguinal hernias, and 
presumably that is the result of walking 
around on his hind legs. 


In looking over reports to find out what 
the incidence of recurrence of hernia is, it 
has been difficult to arrive at anything like 
accurate figures because various authors re- 
port everything from zero to 40 per cent of 
cases recurring. However, reliable sources 
seem to indicate that five-year results in di- 
rect hernias, repaired by standard methods, 
produce about a 25 per cent recurrence. 
The recurrence rate for indirect hernia is 
much less, being around 10 to 12 per cent. 


This represents an appreciable economic 
factor. A man who has to work for a living 
sometimes is rejected for employment if he 
has a hernia. If he has a recurrence of the 
hernia after it has once been repaired, the 
disability has been compounded, the cost 
of hospitalization is considerable, the time 
lost from work, loss of income—all of these 
things count heavily from an economic 
viewpoint. So that it behooves us if we can, 
in doing our repair work, to prevent re- 
currences as much as possible. 


A careless surgeon who does not pay close 
attention to his technic will get poor results 
from almost any method he uses. Con- 
versely, a good surgeon may obtain good 
results even when he uses poor methods. 
But I think you will agree that optimum 
results can be hoped for if sound surgical 
principles are employed in doing repair 
work. 


There are several fundamental principles 
which we have tried to follow in doing this 
blow-out patch type of hernia operation: 
First, the avoidance of excessive scar tissue 


DELAWARE STATE MEDICAL JOURNAL 155 


formation in the wound. Scar tissue, con- 
trary to what once was thought, is not 
strong tissue. It is always weaker than nor- 
mal musculo-fascial tissue, and when there 
is an excessive amount of it in the wound it 
does contribute to recurrence. Therefore we 
avoid those substances which produce irri- 
tation and scarring, as Dr. Richards has al- 
ready outlined. 


The non-organic materials cause minimal 
reaction and are therefore preferred for 
sutures, ligatures and implant materials. I 
do not believe that we have a best method 
or an optimum method for repairing a 
hernia as yet. I am sure we will find some- 
thing better than the steel cloth blow-out 
patch. As a matter of fact, I am now in- 
terested in some animal experiments which 
we hope to undertake soon with the silicon 
products. This is a new non-organic sub- 
stance which has many of the qualities of a 
plastic, yet is not an organic substance and 
is well accepted by the tissues. This may 
produce a substance which will find many 
uses in surgery. 


Progress comes slow in surgery. It is not 
wise to jump into new things ill-advisedly. 
But I think when sufficient evidence ac- 
cumulates to indicate that we have an im- 
proved method of treatment, it is desirable 
to accept it if it proves to be on a sound 
basis. 


Excessive tension in the wound causes 
diminished blood supply to the wound and 
therefore should be avoided. The chief ad- 
vantages of our implant, such as the steel 
cloth, is that we can occlude the defect in 
the abdominal wall without increasing the 
wound tension. 


In a large hernia it is sometimes difficult 
to co-lap the edges of the musculo-fascial 
ring without producing undesirable tension. 
It is in those cases especially I think that 
the steel cloth is helpful. Gentle handling 
of the tissues and avoidance of crushing 
nerves or the avoidance of damaging local 
blood vessels goes without saying. Hemo- 
stasis is important. Each contributes to a 
successful operation. But if we avoid irri- 
tating substances which are put in the 
wound we are also again contributing to a 
better chance for a successful repair job. 
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We have found the least reaction from these 
soft stainless steel sutures and ligatures. 


When using a steel cloth implant for the 
repair of a large ventral hernia the musculo- 
fascial edges are separated; they are not 
brought together. We occlude the defect by 
placing a blow-out patch beneath the 
musculo-fascial layer, which is anchored 
with steel sutures in such a manner that it 
occludes the opening without increasing the 
tension of the abdominal incision. For this 
reason we are able to anticipate a good 
blood supply, early healing and a sound 
closure of the wound. 


The on-lay patch, a patch placed over the 
top of a musculo-fascial defect, is not ad- 
visable. The intra-abdominal tension or 
pressure from within the abdomen may 
burst the stitches and blow the implant to 
one side and a recurrence can take place. 
For this reason we recommend that the im- 
plant be placed beneath the edges of the 
musculo-fascial defect. 


A piece of steel cloth is cut at the oper- 
ating table, slotted to accommodate the 
cord to its central portion, and it is stitched 
in, using the steel sutures again; the most 
important part being a secure anchorage of 
the implant behind the pubic bone, down 
the pubic tamus to the shelving edge of the 
inguinal ligament, and to the edge of the 
rectal sheath. 


The blow-out patch for inguinal hernia 
repair differs from standard methods chiefly 
in this respect, that the secure closure does 
not depend upon the suturing of weak at- 
tenuated musculo-fascial tissues but rather 
upon the steel cloth implant itself, which is 
from the anchor to the inguinal ligament 
and to the tissues behind the pubic bone. 


The mechanism in this is that we absorb 
the interabdominal pressure against a wider 
surface. The blow-out patch distributes this 
force more diffusely, and therefore the pres- 
sure is not exerted against a small area of a 
single row of stitches as might occur in 
some of the standard procedures where 
weak tissue under tension is sewed to- 
gether. We feel that this technic for repair 
of abdominal wall defect gives a more secure 
closure and is less apt to result in recurrence 
of a hernia. 
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To summarize, I want to mention two 
post-operative recurrences. Rough handling 
of the cord sometimes results in thrombosis 
of the vessels of the cord. This causes pain, 
tenderness, swelling of the scrotum and 
testis. I think some people develop atrophy 
of the testis following thrombosis of these 
vessels. It is best prevented by very gentle 
handling when you dissect the sac from the 
cord. Heavy-handed methods, injury to 
these vessels, may result in thrombosis. 


The other complication, which is occa- 
sional, is persistent pain. This occurs, as 
noted by White, in thorocotomy wounds, in 
lumbar incisions, and occasionally in hernia 
repair sites. His findings in this are that 
during the operation the nerves are stretched 
or torn, a neuroma may be produced, which 
results in a neuralgia or neuralgic pain that 
in some cases is disabling, is persistent and 
is difficult to relieve. We have not found 
implant of steel cloth or steel sutures to be 
the cause of such pain. I have seen some 
people operated on for removal of sutures 
without relief of the symptoms, because it 
apparently was due to other causes, possibly 
to stretching or injury to the nerves during 
operation, This is another reason why 
gentle handling of the tissues, concentration 
of blood supply, and gentleness to prevent 
the thrombosis of the vessels of the cord 
are important during the technical part of 
the operation. 


CHAIRMAN Murray: Dr. Laird will now 
discuss this paper. 

Dr. Larirp: I assume that I have been 
asked to discuss this paper because in 1953 
I published an article on the Gallie living- 
fascial repair of difficult hernias. A priori, I 
wish to make it clear that I am not unequiv- 
ocally opposed to the use of artificial 
prostheses in the cure of hernias, in selected 
cases. 

As stated, in 1953 I reviewed the litera- 
ture and compared the results obtained with 
both fascia lata and with implants, prin- 
cipally tantalum and stainless steel. 

The following points were brought out by 
me: 

First, on paper, the failure percentages 
were essentially the same, 2.8 per cent mesh 
to 3.1 per cent fascia. The follow-up periods 
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were longer in the cases studied with the 
fascia. 


Second, the use of the living fascia is 
more often reserved for the more severe 
types of hernias, usually those once or twice 
recurrent as opposed to primary repairs in 
patients with ordinary direct hernias or 
poor fascial structures. 


Third, the appeal for the use of implants 
lies in the simplicity of the procedure and 
the time saved in its application as com- 
pared with fascial strips. 


Perhaps the very fact that the use of 
fascial strips is more arduous and time- 
consuming is a valuable check or deterrent 
in the indiscriminate use of prostheses of 
this kind. 


Constantly hearing surgeons discuss the 
number of cases of failure by implants 
which they encountered, I made a surgeon 
to surgeon survey throughout Wilmington 
of the actual number of cases encountered. 
Any doubts were disqualified, including my 
own. I questioned 23 surgeons. The num- 
ber of recurrences that they knew of was 
19. The number of screens that had been 
removed because of pain or other things, 
draining sinuses or other disability was 11, 
making a percentage of 30 out of 951. 


I am using Dr. Preston’s and Dr. Rich- 
ards’ figures because I am sure with rough 
statistics of this kind they will make it 
essentially correct—which is a 3.2 per cent. 
This compares essentially with the other 
figures. 


All of the 23 surgeons questioned used 
implants infrequently. None had experience 
with more than half a dozen or so and did 
not use them routinely in direct hernias. 
Therefore, the recurrence rate of surgeons 
using fascia lata in recurrent and extremely 
difficult hernias of all varieties is essentially 
the same as those using implants in more or 
less routine varieties—approximately three 
per cent. These figures may be accepted as 
practical. 


After reviewing the literature and listen- 
ing to the previous paper with the unusually 
large number of cases in which implants 
are used, it is obvious to me that: First, im- 
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plants are being used in a great many cases 
in which they are not necessary and in 
which cure could easily be effected by the 
use of the normal anatomical structures 
present at operation. 


Last year, W. L. Estes of Bethlehem, who 
is a leading surgeon with particular refer- 
ence to hernias, reported on 113 cases, all 
of which were five-year follow-ups. The 
recurrence rate on direct hernias only was 
1.7 per cent, using only the patient’s struc- 
tures. It is hard to compare figures like 
that with a 25 per cent recurrence rate on 
direct hernias from others. 


The second point is, with team coopera- 
tion and the help of Masson strippers, which 
causes little trouble to the patient, the use 
of Gallie sutures adds little time to the op- 
eration and no disability to the patient. 


Third, I believe there is a place for steel 
mesh implants, where the patient’s own 
structures are lost, absent or so deficient as 
to be definitely ineffectual. 


I would like to quote something which 
summarizes and expresses much better what 
I feel about the use of stainless steel mesh. 
It was written by Roland Maier in a recent 
editorial in the American Journal of Sur- 
gery: 


“There is general agreement that the use 
of the patient’s own tissues in closing the 
hernial defect offers the best hope of effect- 
ing a permanent cure of the hernia.” .. . 


‘There is no doubt in my mind that these 
various plants have been used too indis- 
criminately in recent years.” . . . 


“T can recall very few cases in which the 
patient’s own tissues could not be used to 
close the defect in the abdominal wall.” .. . 


“There is no excuse for the use of these 
implants in the repair of inguinal her- 
nias.”... 


“In the past few years I have had occa- 
sion to reoperate on many patients who 
were unfortunate enough to have some type 
of inert substance used in the repair of their 
hernias. Their recurrent hernias with mul- 
tiple draining sinuses have presented real 
problems. Sound surgical judgment is still 
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the prime prerequisite of the good surgeon. 
It is my conviction that its absence has been 
clearly demonstrated in most of the patients 
who have come under my care following the 
use of these various implants, and their in- 
discriminate use in the repair of hernias 


should be condemned.” 


I still adhere to the teachings of Gallie, 
Le Mesurier, Masson and Halstead: that a 
hernial repair dependent on fibrous or scar 
tissue can be expected to fail because of 
their tendencies to stretch as compared with 
the permanency of fascial and tendinous 
structures. 


Sewell and Koth, in the Surgical Forum 
of the 41st Clinical Congress of the Ameri- 
can College of Surgeons in 1955 stated that: 
“Fascia is the strongest tissue readily avail- 
able to the surgeon.”” They went on to say 
about the use of living fascia, ‘““The primary 
deterrents in many cases in which it is con- 
sidered by the surgeon but not used are the 
operative time, trauma and disfigurement of 
the procedure for the procurement of the 
tissue.” 


I still maintain that the above deterrents 
are minimal in the hands of a surgeon who 
uses the method enough to become profi- 
cient in it, and who will take advantage of 
a colleague to help him. 


Drs. Richards and Preston state that 
“Scar tissue or fibrous tissue resulting from 
inflammation is not as strong as normal 
musculo-fascial tissue. Excessive amounts 
of it at the site of hernia repair is undesir- 
able and may lead to recurrence of the 
hernia.”” Yet we all know that “usage” or 
fragmentation occurs in tantalum and stain- 
less steel implants and that the success of 
a repair with these materials depends upon 
the fibrous or scar tissue built through and 
around them—the very scar tissue which 
the above doctors state is not as strong as 
normal musculo-fascial tissue. 


As for disabling or unsightly muscle her- 
nias occurring at the donor site, I have 
never had a single patient complain about 
the donor site nor have I had a single re- 
currence. My series is very small, and in 
my 19 years in Wilmington I have done 
only 24 Gallie repairs. To date I know of 
no recurrence. 
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I want to say that I enjoyed the paper 
of Dr. Preston and Dr. Richards. It is 
amazing that they have amassed a series 
like this which usually would be accumu- 
lated only in a place like one of the tre- 
mendous teaching centers. It was well pre- 
sented and I appreciate being allowed to 
discuss it. 


CHAIRMAN Murray: Dr. James Beebe, 
would you like to come forward and com- 
ment? 


Dr. JAMES BEEBE, JR.: Gentlemen, I 
would like to congratulate Dr. Richards and 
Dr. Preston on their very excellent presen- 
tation of this paper. 


I should like to say that in my hernia 
repairs I reserve the use of artificial im- 
plants for the difficult or recurrent type 
cases. It appears from the large series of 
cases they have presented that they must 
use implants in most cases. 


When I first began the practice of sur- 
gery, I thought that a hernia could be re- 
paired adequately if it were repaired care- 
fully. However, when I began to see the 
recurrences, I realized the need for some 
artificial implants. I have used the stainless 
steel mesh for large defects in the abdomen. 
In the inguinal hernia repairs, I have used 
vitallium plates with good results. One case 
had severe pain that persisted for about two 
months and was relieved when the plate 
was removed. 


I would like to ask a question of Dr. 
Richards. I know that he used to use 
plates, and I wondered why he discontinued 
their use. 


Again I thank them for the excellent 
presentation. 


CHAIRMAN Murray: Dr. Richards, will 
you answer the question? 


Dr. RicHArDs: I never did use that. 


CHAIRMAN Murray: Well, I see a room- 
ful of surgical friends here whom I would 
like to comment on this paper, and I would 
like very much to hear them. However, we 
are running overtime, so we will have to 
forego that pleasure. 


Thank you very much. It was excellently 
done. 
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PROBLEMS IN INFERTILITY* 


ISADORE SLOVIN, M.D.** 


Treatment of the infertile couple con- 
tinues to demand attention and study from 
the medical profession. Therefore it is satis- 
fying to note new advances which improve 
the prognosis in such cases. 


Use oF POLYETHYLENE TUBING 
IN TUBAL SURGERY 


CASE 1. 


This case illustrates the most modern ap- 
proach to the treatment of infertility due to 
tubal occlusion. Polyethylene tubing was 
used to maintain patency of the Fallopian 
Tubes. 


The patient, age 29, came to my office on 
January 8, 1955. She complained that she 
had been infertile for five years. Menstrual 
periods were regular and normal, occurring 
at intervals of 28 days. She was gravida I, 
para I, the only child being 11 years old. 
The last menstrual period had been January 
1, 1955 to January 5, 1955. The medical 
history revealed that she had been studied 
previously elsewhere and had had several 
tubal insufflations and a_ hysterosalpingo- 
gram, all of which showed tubal occlusion. 
She also had had a D&C. 


Her family history was irrelevant and 
non contributory. 


Upon examination at her initial visit, 
she was physically a well-nourished, nor- 
mally developed female. The thyroid gland 
was normal to palpation, breasts were nega- 
tive and heart and lungs showed no ab- 
normalties. The abdomen had no masses, 
tenderness, rigidity or scarring. 


Pelvic examination showed a parous in- 
troitus with no abnormal relaxation. The 
vaginal mucous membrane was normal in 
appearance, the cervix was parous in type 
and mucous membrane was intact. The 


“ Presented at Staff Meeting, November 29, 1956. 
* Member Department of Obstetrics and Gynecology, Wil- 
mington General Hospital, Wilmington, Delaware. 


fundus was anterior in position, freely 
movable and normal in size. There was 
bilateral adnexal induration, but no definite 
masses were palpable. 


A digital rectal examination was negative. 
The following examinations were made: 


1. Examination of the husband’s semen 
showed sperm to be present in normal 
quantity and quality. 


2. Tubal insufflations with carbon dioxide 
(Rubin Test) indicated tubal occlusion. 


3. On March 3, 1955 a D&C, culdoscopy, 
and injection of indigo carmine thru a 
cervical canula confirmed tubal occlu- 
sion as well as normal ovulation. 


4. In June 1955 a hysterosalpingogram 
indicated occlusion bilaterally at the 
fimbriated ends. 


The patient was treated with antibiotics 
and warm douches. 


On December 19, 1955, a laparotomy was 
done. A bilateral tubal occlusion of the 
fimbriated ends due to chronic salpingitis 
was encountered. This was treated by sal- 
pingoplasty on the cornual ends of the 
tubes. The endosalpinx was threaded with 
#32 polyethylene tubing which was extend- 
ed through the distal portion of the tube 
and brought into the vagina through a 
small incision in the posterior cul-de-sac. 


The postoperative course was uneventful. 


One month later, the polyethylene tubing 
was removed by way of the vagina. 


After 2 months the couple resumed nor- 
mal sexual relations. Conception occurred 
in May 1956. Unfortunately, the mem- 
branes ruptured at 20 weeks gestation and 
a non viable baby was delivered on Novem- 
ber 20, 1956. 
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CONCLUSION 


1. Infertility due to tubal occlusion carries 
a better prognosis than in the past. 


2. The case demonstrates the advances 
made in surgery of the Fallopian Tubes, 
using polyethylene tubing to restore 
patency. 


Case II. Use or CorRTICOIDS IN 
FOLLICULAR SYNDROME 


The patient came to my office on January 
30, 1956. Her history showed that she had 
been married for three years and had been 
infertile for the same length of time. Men- 
strual periods were irregular with long 
periods of amenorrhea lasting from 3 to 6 
months. She was gravida O. 


Past medical history showed that she had 
had a D&C in May, 1953 at which time 
a pessary was inserted. Neither procedure 


helped. 

A Rubin Test was done in Pottstown, 
Pennsylvania in 1953 and showed the tube 
to be patent. Endometrial biopsy in 1953 
showed no sign of ovulation. 


A sperm examination in 1954 was normal. 


In May, 1956 the 17 ketosteroids urinary 
excretion was 9.3 mg./24 hours. The basal 
temperature chart was always monophasic. 


Final examination showed that the blood 
pressure was 130/80. The patient was mild- 
ly obese and showed slight hirsutism. 
Breasts were normally developed and the 
abdomen showed moderate male escutcheon. 
Pelvic examination showed mucous dis- 
charge. The cervix and fundus were small 
with bilateral ovarian enlargement. Rectal 
examination was negative and the basal 
temperature chart was monophasic and 
erratic. Four years previous the BMR was 
+10 and blood and sugar was normal. 


Treatment consisted of thyroid extract 
given in small dosages. Withdrawal bleeding 
was induced using estrogen and progeste- 
rone. 


Starting June 12, 1956 cortisone was 
prescribed in doses of 25 mg. per day and 
she was put on a low sodium and fluid 
regime. This was changed to meticorten 
5 mg. per day on July 15, 1956. 
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In August 1956, the patient complained 
of tiredness. She had had no period since 
February 15, 1956 except one episode of 
induced bleeding in May 1956. The fundus 
showed 2+ enlargement and on August 25 
she had a positive Friedman Test. Meti- 
corten was discontinued and the patient 
was put on stilbestrol 5 mg. tid. In Septem- 
ber 1956, the fundus was the size of an 
8-9 weeks gestation. The estimated date 
of confinement was April 1957. 


On April 27, 1957 the patient delivered 
a male infant. She had an uneventful preg- 
nancy and normal delivery. 


Case III: Use or CortTicoips AND WEDGE 
RESECTION OF OVARIES IN FOLLICULAR 
SYNDROME 


The patient came to my office in February 
1953. Her complaint at that time was that 
she had been married 5!% years, and had 
been infertile for 3 years. She had had 
irregular periods which lasted about 7 days 
and lapsed from 3 months to 1 year. She 
was gravida O and para O. Her past history 
was negative. 


A physical examination showed the pa- 
tient to be nervous. She had no hirsutism, 
was of normal weight and height but with 
mild facial erythema and acne. The breasts 
showed normal development and examina- 
tion of the abdomen was negative. A pelvic 
examination revealed mild vaginitis and 
moderate nonspecific discharge. The cervix 
was negative; the fundus normal in size, 
shape, and position. The ovaries were en- 
larged, bilateral and cystic. Rectal exam- 
ination was negative. A Rubin Test re- 
vealed tubal patency. The basal tempera- 
ture chart was monophasic and erratic. A 
count of the husband’s sperm was normal. 
In March 1953, a premenstrual endometrial 
biopsy showed follicular phase of endome- 
trium. A BMR in May 1953 was +24, but 
it was not done under basal conditions. 
Urinary excretion of 17 ketosteroids was 
14.5 in 24 hours in June 1953. 


The history of treatment before seeing us 
indicated as follows: 


1. Menses improved with thyroid and 
Vitamin B. 
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IACHROMYCIN: V 


letracycline and Citric Acid Lederle 


A Decision of Physicians 


When it comes to prescribing 
broad-spectrum antibiotics. physicians 
today most frequently specify 
ACHROMYCIN 


The reason for this decided preference 


is simple. 


for more than four years now, you and 
vour colleagues have had many 
opportunities to observe and confirm 
the clinical efficacy of ACHROMYCIN 
tetracveline and, more recently, 
ACHROMYCIN tetracycline and 


citric acid, 


In patient after patient, in diseases 
caused by many invading organisms, 
ACHROMYCIN achieves prompt control 
of the infection—and with few 


significant side effects. 


The next time your diagnosis calls for 


rapid antibiotic action. rely on 


ACHROMY( IN \ the choiee ot 


physicians in every field and specialty. 


LEDERLE LABORATORIES 
a Division 
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2. Menses improved with “shots” (type 
undetermined ). 


3. Menses improved with anxiety and 
mental shock. 


4. Menses improved by stopping her work. 


We started therapy with thyroid extract 
gr 1/4 tid, and after the ketosteroid deter- 
mination in June 1953, added cortone 25 
mg. per day. 


On August 25, 1953 she came again to 
my office. She had missed two periods and 
was seized with sudden severe lower abdom- 
inal pain while vacationing at the seashore. 
She was hospitalized there for one week 
prior to August 25. 


Examination showed a bulging cul-de- 
sac which was tapped and produced blood. 
A laparotomy was done and about 300 cc. 
of organized liquid blood and a hematosal- 
pinx resembling a tubal pregnancy was 
encountered. She had bilateral polycystic 
ovaries. A bilateral wedge resection and 
unilateral salpingectomy were done. She 
had an uneventful recovery. 


Menstrual cycles became regular and 
ovulatory. She was asked to abstain from 
intercourse and not attempt pregnancy for 
three months. On May 4, 1954 she con- 
ceived. After a normal prenatal course she 
delivered a healthy infant at term. 


DELAWARE STATE MEDICAL JOURNAL 161 


CONCLUSION 


1. The diagnosis of Follicular Syndrome, 
such as is found in the Stein-Leventhal 
Syndrome should be made only after 
careful study to establish the presence 
of anovulatory bleeding, infertility, and 
the absence of adreno - genital syn- 
dromes. 


bo 


Follicular syndrome, such as is present 
in the Stein-Leventhal Syndrome, fre- 
quently responds to conservative medi- 
cal treatment with corticoids. Surgical 
treatment should be restricted to cases 
not responding to medical treatment or 
where pain is the predominant symp- 
tom. 


ADDENDA 


At the time of this publication, we can 
report that spontaneous pregnancies have 
occurred without further therapy in cases 
I and III. 
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DISSEMINATED LUPUS ERYTHEMATOSUS: 
A TWENTY-ONE YEAR CASE HISTORY 


Davip J. ReEtNHARDT III, M.D.* and Perer P. Porockt, M.D.** 


The disease category of disseminated 
lupus erythematosus has been known for 
approximately fifty years. The many and 
varied clinical manifestations of this con- 
dition have been fully realized only since 
the description of the L. E. cell by Har- 
graves.' Since this discovery the diagnosis 
of D.L.E. has been made much more fre- 
quently in a variety of clinical syndromes 
which are not classic in themselves of the 
disease. However as more time elapses it 
becomes apparent that many of these pa- 
tients eventually develop the full blown 
syndrome of acute disseminated lupus ery- 
thematosus (D.L.E.). 


It is the purpose of this report to call 
attention to several atypical features of the 
disease and to emphasize the chronic, long 
term, variable course which D.L.E. fre- 
quently presents. 


CASE REPORT 


The patient was a 31 year old white 
female who was admitted to the Wilmington 
General Hospital with complaints of fever, 
facial swelling, eyelid edema, facial rash 
and joint pain. 


The patient was known to have been 
in good health until the age of 10 years 
at which time she developed occasional 
grande mal convulsive seizures which were 
diagnosed as idiopathic epilepsy. These 
seizures were under continuous treatment 
from the time of the diagnosis until approx- 
imately one year prior to present admission. 
At age 17 the patient was told that she had 
a positive serology and treament was insti- 
tuted for a presumptive diagnosis of 


* Associate in the Department of Internal Medicine, Wil- 
mington General Hospital. 

** Assistant in the Departments of General Practiee and 
Obstetrics and Gynecology, Wilmington General Hospital. 


syphilis although no history of contact was 
ever admitted by the patient. 

The patient was married and had a nor- 
mal pregnancy at age 24. Two years prior 
to the present admission the patient’s men- 
strual periods began to produce large clots 
and the period increased from five to eight 
days. 

One year prior to admission the patient 
was found to have a marked anemia and 
vague arthritic pains with some joint swell- 
ing. She was treated for the anemia with 
blood transfusions. Two months following 
the transfusions the patient began to note 
the presence of purpuric spots on the arms 
and legs. Six months prior to admission 
she was seen by a consulting hematologist 
who described her as being slightly pale 
and noted that petechiae and ecchymotic 
areas were present over the body, particu- 
larly about the buttocks and lower extremi- 
ties. No lymph nodes were noted at that 
time. The liver was enlarged 2 finger 
breadths below the costal margin and the 
spleen was enlarged 1!. finger breadths 
below the costal margin. There was 1+ 
pitting edema of the legs. 


Laboratory studies at that time revealed 
a hemoglobin of 8.4 grams per cent, a red 
blood cell count of 2,750,000, a white blood 
cell count of 4,800 and 5 per cent eosino- 
philia with an otherwise normal differen- 
tial. The platelet count was 8,000 and the 
reticulocyte count was 18.8 per cent. The 
Coombs’ test was negative. Testing for 
platelet antibodies yielded negative results. 
Examination of the bone marrow revealed 
generalized hyperplasia of all elements and 
no evidence of leukemic infiltration. The 
L.E. test was negative. 


It was advised that the patient avoid 
further anti-convulsive therapy. ACTH 
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intravenously was recommended for a 
period of 10 days to be followed by pre- 
dinsone, 5 mgm. three times daily for an 
indefinite period. Splenectomy was advised 
if these measures failed to control the 
condition. The patient continued taking 
the predinsone with good improvement in 
platelet count and anemia until two months 
prior to the present admission. 


Shortly thereafter she developed a return 
of the arthralgia, occasional epileptic 
seizures, edema of the lower extremities, a 
marked edema of the periorbital areas and 
a productive cough. She was admitted to 
the Wilmington General Hospital. 


Physical examination at the time of 
admission indicated a 31 year old white 
female of average development and nutri- 
tion with a butterfly type erythematous 
scaling rash over the malar regions of the 
face and the bridge of the nose. Tempera- 
ture was 101° F. There was marked 
edema of the eyelids. The oral mucosa was 
pale. There were purpuric areas over the 
extremities and conjunctiva. No lymph 
modes were noted. The heart showed no 
murmurs and the pulse rate was 100 per 
minute. The blood pressure was 120 70 mm 
of Hg. The lungs showed bilateral coarse 
rales; the abdomen was slightly distended; 
the liver and spleen were not palpable. The 
knees and elbows were slightly swollen 
and tender. 


LABORATORY STUDIES 


The hemoglobin was 11.6 grams, red cell 
count was 3,600,000 and white cell count 
was 7,200 with a normal differential. The 
platelet count was 240,000. The urine show- 
ed a 2+ albumin and an occasional red 
and white blood cell. The blood sugar was 
93 mgm per cent, the blood urea nitrogen 
was 41 mgm per cent, total protein was 
5.83 gms per cent with albumin of 2.33 
gms per cent and globulin of 3.50 gms per 
cent, the A G ration being 0.66. The cre- 
atinine was 1.5 mgm per cent. The Kahn 
and VDRL tests were weakly reactive. 
Three L.E. preparations were positive. 


COURSE 


The temperature ranged from 99° to 


DELAWARE STATE MEDICAL JOURNAL 163 


103°F. A chest X-ray revealed a _ left 
bronchial pneumonia and pleurisy with a 
small effusion. With the confirmed diag- 
nosis of D.L.E. treatment was started with 
prednisone. 


Two weeks after admission the chest 
X-ray was repeated and showed a marked 
massive pleural effusion on the left. A thora- 
centesis was performed and 300 cc of cloudy 
purulent material was drawn off for culture. 
This produced hemolytic staphlococcus 
aureus, coagulase positive, which was sensi- 
tive to chloramphenicol. This drug was 
started in a dosage of 500 mg. every 6 
hours. 


At this time prednisolone was _ substi- 
tuted for prednisone and the dose increased 
daily until a total of 120 mg. per day was 
reached by the end of the third week. In 
addition, a combination of tetracycline and 
nystatin was also given by mouth. The 
general clinical course of the patient con- 
tinued to be that of a progressive toxemia 
without evidence of remission. 


Four weeks after admission the patient 
fell into a shock-like state from which 
she progressed into coma and succumbed 6 
hours later. Laboratory studies on the day 
of death indicated a CO, combining power 
of 31 vol. per cent, chlorides 102 mEq, 
blood sugar 130 mg. per cent, potassium 
4.5 mEq, sodium 138 mEq, and the blood 
urea nitrogen was 100 mg. per cent. Post- 
mortem examination was denied. 


DISCUSSION 


Despite the lack of autopsy evidence 
there can be little doubt that this patient 
had an acute disseminated lupus erythema- 
tosus. While it is possible that the develop- 
ment of idiopathic epilepsy and the per- 
sistently positive serology could have been 
on the basis of other conditions, it seems 
quite likely that these findings were early 
manifestations of this multi-system disease. 
Moore and Lutz’ have given many excel- 
lent examples of this sort of early abnor- 
mality in the extensive follow-up of 143 
patients with biologic false positive ser- 
ologies, half of whom eventually developed 
a clinical syndrome resembling D.L.E. often 
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including L.E. cells. Many patients have 
been mentioned in the literature whose dis- 
ease courses have shown periods of remis- 
sion for as long or longer than the present 
case. One patient who eventually died of 
D.L.E. was believed to have had the disease 
for a period of 45 years prior to death.’ 


The presence of epilepsy in D.L.E. was 
considered to be a coincidence until recent- 
ly. However in large series of patients 
which have been carefully studied, epilepsy 
has been found to have an incidence vary- 
ing from 7 to 15 per cent.‘ This has caused 
confusion in some centers because many pa- 
tients attending epilepsy clinics have been 
noted to develop other manifestations of 
acute D.L.E. and this was at first felt to 
be a possible reaction to the anti-convul- 
sive therapy. It is now realized that epilep- 
sy can be an early manifestation of the 
vasculitis and collagen degeneration in 
D.L.E. 


The L.E. test of Hargraves has been an 
important advance in the diagnosis of this 
disease state. However, it is evident in re- 
viewing patients such as the one presented 
that the presence of L.E. cells in the peri- 
pheral blood or of the L.E. factor in the 
patient’s serum is a late manifestation of 
the disease. It is felt by many investigators 
that the disease process is an abnormal 
immunologic response by the patient which 
results in a vasculitis with intimal] prolifera- 
tion which in turn leads to single or mul- 
tiple system symptoms such as epileptic 
seizures, skin lesions, endocarditis, poly- 
arthritis, and glomerular lesions, and the 
hematologic abnormalities of leukopenia, 
hemolytic anemia, thrombocytopenia, false 
positive serology, positive Coombs’ test, and 
a circulating anti-coagulant. 


It is hypothesized by Dameshek’ that 
these manifestations are on the basis of the 
formation of an abnormal globulin. Re- 
cently such an abnormal globulin has been 
demonstrated by Friou,” using a_ special 
fluorescent antibody technic. He has shown 
that the presence of the L.E. phenomenon 
is dependent upon the titer of this abnor- 
mal globulin. This globulin is present in 
low titers in those patients who are in early 
phases or remission of D.L.E. It has been 
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shown that the height of the globulin in- 
creases as the disease progresses in severity. 
The abnormal globulin has also been shown 
to be present in other conditions such as 
rheumatoid arthritis, hydralazine intoxica- 
tion and penicillin reactions, all of which 
at times have been shown to give the L.E. 
phenomenon. 


Again, in these diseases it appears to be 
a matter of the titer of the globulin which 
determines the positivity of the L.E. test 
and also the severity of the disease. One 
again wonders about the possibility of the 
so-called collagen diseases being of one 
basic etiology and that etiology being one 
of an abnormal auto-immune mechanism. 
As an example, cases have been described 
which progress from a mild febrile state 
through classic rheumatoid arthritis to an 
acute D.L.E. with L.E. cells present.’ It 
is hoped that the fluorescent antibody tech- 
nic can be further developed so that it can 
be utilized by the average hospital labora- 
tory in an effort to identify the early phases 
of lupus erythematosus before the final 
acute disseminated phase develops. 


SUMMARY 


A case of disseminated lupus erythema- 
tosus presumed to have been present for 
twenty-one years prior to death is pre- 
sented. The early symptoms of epilepsy 
and an apparent biologic false positive 
serology are emphasized as features of the 
disease which should suggest to the prac- 
titioner the possibility of the early phase 
of disseminated lupus erythematosus. 
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ASPIRIN POISONING: 


TWO ATTACKS OF SEVERE HEMORRHAGIC HYPOPROTHROMBINEMIA 
FOLLOWED BY AORTIC ANEURYSMAL RUPTURE* 


PerRK LEE Davis, M.D., MARGARET SHUMWAY, M.D., and 
BARBARA Siu, B.A., M.S.** 


Salicylates of various combinations are 
not as innocuous as some people may be- 
lieve. Severe illness and death may ensue 
from salicylate intoxication, even though 
salicylate blood levels are not high. All 
symptoms for which salicylates are given 
may be produced by salicylate poisoning: 
fever, aches, pains, vomiting, peptic ulcers, 
headaches, confusions, urinary symptoms, 
acidosis, disturbances in chemistry, and 
hemorrhages. There is no correlation be- 
tween the amount of bleeding and serum 
salicylate level. This report is of a case of 
severe multiple subcutaneous ecchymoses, 
epitaxis and hematemesis resulting from 
aspirin poisoning followed by a recurrence 
of poisoning eight weeks later with rupture 
of an aortic aneurysm. 


K.A., male, age 68 had been adequately 
treated with penicillin for neurovascular 
syphylis ten years previously. He suffered 
periodically from tabetic crises in the face, 
chest, back and legs as severe burning spots 
and streaks. For these symptoms he 
chronically took various aspirin prepara- 
tions.. We were called by his wife at 3:00 
a.m. because he was vomiting blood. He 
could not stop his nose from bleeding and 
his body was covered with black and blue 
spots. He had taken over 120 tablets of 
aspirin (5 grain each) in 24 hours. When 
we arrived his skin looked like a bad case 
of meningitic septicemia. Blood prothrom- 
bin was taken and fifty milligrams of K, 
oxide (Mephyton) was given intravenously. 
Fifty milligrams of Mephyton intravenous- 
ly was repeated in four hours although the 


“From Davis Medical Center, Paoli, Pennsylvania. 
*“*Senior Medical Student, Women’s Medical College of 
Pennsylvania. 


nasal bleeding had stopped within two 
hours. The original prothrombin was 0 
per cent. In 24 hours the prothrombin 
time was 38 per cent, in forty-eight hours 
it was 100 per cent. He steadily improved. 
He was given 1000 mg. cevitamic acid and 
30 mg. mephyton orally daily for 10 days. 
He returned to work. Eight weeks later 
hemorrhages from nose, stomach and into 
the skin recurred with the addition of se- 
vere pain in the left lumbar region and 
shock. Prothrombin time was 0 per cent. 
He had swallowed one hundred eighteen 5 
grain aspirins in 24 hours previously, and 
even though nose bleeds started he con- 
tinued to take more and more aspirins, the 
number unknown. He was typed and cross 
matched for 500 cc. of whole blood. He 
was given 50 mg. Mephyton intravenously. 
He was sent to the hospital with the diag- 
nosis of hemorrhages, hypoprothrombin- 
emia due to aspirin poisoning with rupture 
of aneurysm of abdominal aorta. 


He bled to death before vessal graft could 
be used. 


Autopsy showed area of rupture 0.5 cm. 
at the coeliac axis with retroperitoneal 
hemorrhage. 


Because of vascular syphlis and severe 
atherosclerosis the aneurysm may have rup- 
tured sometime in the future. But aspirin 
poisoning had caused hypoprothrombin- 
emia with the result that intravascular 
pressure effects, plus no clotting power 
made control of bleeding impossible. 


SUMMARY 


1. Two severe attacks of aspirin poison- 
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ing with hemorrhagic hypoprothrom- 
binemia contributed to rupture of an 
abdominal aortic aneurysm. 


Mephyton (K, oxide) intravenously 
and orally contributed markedly to 
inducing a remission from the first 
attack of bleeding from aspirin or 
other drugs which lower prothrombin 
time. 


The use of Mephyton (K, oxide) in- 
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travenously and orally is reeommend- 
ed in instances of hemorrhage and 
bleeding induced by aspirin or other 
drugs which lower prothrombin per- 
centages dangerously. 


A case of rupture of an abdominal 
syphilitic aortic aneurysm to which 
aspirin poisoning and hypoprothrom- 
binemia contributed to rupture, hem- 
orrhage and death is reported. 
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A Case Report of 


MILIARY 


TUBERCULOSIS AND TUBERCULOUS MENIN- 


GITIS TREATED WITH TRYPSIN AND ANTIBIOTICS: 


One Year Follow-up 


Cu. Rapoport, M.D.* 


A male child, age 10, was admitted to 
our ward on March 22, 1956. For two weeks 
prior to admission the patient had been 
running a temperature of 39.5° C. at home, 
with prominent cough and dyspnea. His 
past history was irrelevant except that at 
the age of seven months the patient had 
been hospitalized in Morocco and put in 
plaster cast for a period of eight months. 
On discharge, at that time, the parents 
noted a gibbus. 


On the present admission the findings 
of the physical examination were as follows: 


The patient was drowsy and at times 
irritable. The state of nutrition was poor. 
Marked dyspnea and cyanosis were present. 
Alae nasi were dilated. He had a marked 
angular scoliosis. Numerous fine rales were 
elicited over the lungs. Neurological exami- 
nation was negative. No pathological re- 
flexes were evident. Temperature 39° C. 
Pulse 160 p m and regular. X-ray of the 
chest showed extensive miliary seeding over 
both lung fields. X-ray of the spine showed 
severe kyphoscoliosis, secondary to the de- 
struction of the lower dorsal vertebrae. 


Laboratory Studies: 


1. Blood: R.B.C. 3,500,000 per cmm. Hb 
9.7 gm. W.B.C. 8500. Differential: stab 
39 per cent, segment 52 per cent, Mono 
1 per cent, Lympho 8 per cent, sedimen- 


Petach Tikwa,. Israel. 


tation rate, 37 mm. per hour; 59 after 
two hours. 


2. Urine: Negative, except for trace of 
albumin. 


3. Lumbar puncture: Cells 9, Pandy posi- 
tive, albumin 60 mgm. per cent sodium- 
chloride 118 mgm. per cent, trypsin 
negative. Spinal fluid for Koch’s bacil- 
lus culture and guinea pig inoculation 
was obtained. These tests were reported 
as negative at a later date. 


Mantoux Test: 1:1000 was negative on 
admission; a second test after three days 
was read as 4 plus positive. 


Treatment: 


The patient was given streptomycin - 1 
gm. daily intramuscularly; Rimifon 150 
mgm. daily, and P.A.S. 4 gm. daily. This 
schedule of treatment was continued un- 
interrupted for 26 days. 


On the 18th of April the patient was 
re-evaluated. Clinically he was deteriorating 
rapidly though dyspnea and cyanosis had 
improved slightly. His mental condition 
became worse. He was totally unresponsive 
and refused food and drink. Numerous ex- 
coriating lesions of the mouth and buccal 
mucosa were present, and marasmus was 
prominent. Temperature was 39.5° C. 
Neurological examination revealed no defi- 
nite pathological findings. Examination of 
the fundus was negative. 
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Laboratory studies mentioned on admis- 
sion were repeated and showed no change, 
except for the sedimentation-rate, which 
went up to 70 mm. per hour. Urinary ex- 
cretion of 17 ketosteroids in 24 hours was 
2.5 mgm. X-ray of the chest showed ex- 
tensive miliary seeding over both lung fields. 
No improvement was noted. 


On April 18, 1956, trypsin in oil* in 
dosage of 2.5 mgm. intramuscularly twice 
daily was added to the treatment outlined 
above. The only other change made was 
reducing the dose of streptomycin from 1.0 
gm. to 0.5 gm. daily by the intramuscular 
injection. 


After 10 days of combined treatment a 
dramatic clinical improvement took place. 
Fever dropped to a subfebrile level; the 
patient started to eat voraciously and re- 
sponded to his environment fully. 


On the 7th of May, 1956, or 18 days 
after the initiation of the combined treat- 
ment of trypsin with the outlined antibi- 
otics he was moving freely about the ward. 


On the 15th of May, his temperature had 
returned to normal and remained so. The 
patient gained 2 kg. in weight. Treatment 
with trypsin was continued until the 24th 
of May, 1956. 


Results: 


X-ray was taken on the 15th of June, 
1956, which was less than two months after 
the start of the complete clearing of the 
pulmonary lesion. The schedule of antibi- 
otics was changed by the stoppage of P.A.S. 
and the continuation of Nicotibine, 150 
mgm. daily and streptomycin 0.5 gm. every 
third day. 


X-ray was repeated at monthly intervals 
and remained stable as compared to the 
X-ray of the 15th of June, 1956. The 
patient remained clinically well, attending 
the regular children’s school in the hospital 
at full activity, except for mid-day rest. 
Laboratory examinations and X-rays re- 
main within normal limits until the present, 
30th of March, 1957. 


Antibiotics are being continued. 


* Parenzyme: The National Drug Company, Philadelphia 
44, Pa. 
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DISCUSSION 


The treatment of miliary and meningeal 
tuberculosis has improved with the addition 
of Isoniazid':*. But the addition of Isoniazid 
to the armamentarium of treatment did not 
reduce significantly the complication al- 
legedly due to the inflammatory process and 
subsequent formation of fibrinous exudate. 
Numerous efforts have been made to reduce 
the incidence and extent of the inflamma- 
tory reaction. The use of intrathecal 
tuberculin has met with varied responses. 
While some have reported dramatic im- 
provement in seemingly hopeless situa- 
tions‘, others have had very bad untoward 
toxic reactions’. 


The use of streptokinase has resulted in 
conflicting reports, and has been discarded 
by the majority of authors. Fletcher’ ques- 
tions the results on the basis of inadequate 
dosage of the enzyme. 


Ashby and Grant’ reported success due 
to the early use of cortisone. Bulkeley~ 
treated patients with ACTH. These investi- 
gators used the steroids under the coverage 
of an antibiotic umbrella and reported a 
lessened mortality. Feldman et al”, after 
studying the effects of cortisone and hydro- 
cortisone on pia-arachnoid adhesions in 
cats, concluded that these drugs inhibit the 
formation of foreign body giant cell granu- 
lomata which are commonly found in un- 
treated animals. 


We report a case of miliary and meningial 
tuberculosis treated in conjunction with 
intramuscular trypsin in oil. Trypsin was 
added to the three antibiotics used for 
several reasons. 


1. The accepted treatment followed for a 
period of 26 days brought no improve- 
ment. 


The anti-inflammatory effect of trypsin 
in conjunction with antibiotics was 
shown to be effective in the treatment 
of tuberculous lymphadenitis refractory 
to the accepted measures of treatment'”. 


Because no untoward reaction to the 
administration of trypsin in oil has been 
noted in those cases where it has been 
used previously. 
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SUMMARY AND CONCLUSION 


A case of miliary and meningial tuber- 
culosis was treated with intramuscular 
trypsin in oil simultaneously with three 
antibiotics commonly used in this en- 
tity. 


Trypsin was added because the anti- 
biotics used for 26 days failed to bring 
forth an improvement, clinical or ro- 
entgenolgical. 


After 18 days of combined trypsin- 
antibiotic treatment the patient, origi- 
nally moribund, was moving about free- 
ly in the ward. 


After one month of combined treatment 
the temperature returned to normal and 
remained so henceforth. 


After two months of combined treat- 
ment there was complete resolution of 
the pulmonary lesion. 


After a follow-up of one year the pa- 
tient’s condition remains stable. 
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No side-effects were noted during or 
after the combined treatment which was 
continued for only 36 days. 


It is suggested that trypsin in oil be 
considered for use as an adjunct with 
antibiotics in the treatment of cases of 
miliary and meningeal tuberculosis. 
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WOMAN’S AUXILIARY 


In spite of the severe winter this year 
has been one of the busiest in the history 
of the New Castle County Medical Auxil- 
iary. The executive committee and officers 
have been an enthusiastic source of inspira- 
tion in planning and carrying out this year’s 
work. We can, indeed, say to each one of 
them and to their committees, “‘Well done!” 


Mental health has been a major project. 
Under the capable direction of the com- 
mittee chairman, Mrs. Herbert M. Baganz, 
we have undertaken the job of re-organizing 
the library of the Delaware State Hospital. 
We have about 20 members who serve as 
volunteer workers in that library where 
they are kept busy sorting and collecting 
books and magazines, and pushing the 
library cart to the various wards of the 
hospital. In December, over 250 books and 
$25 were donated to this project, and later 
we appropriated the necessary $250 to pur- 
chase some needed equipment for re-cata- 
loguing the books. Mrs. Gerald O. Poole, 
an auxiliary member and trained librarian, 
is directing the latter phase of the program. 
We also conducted a successful booth at 
the Delaware State Hospital Fair on Sep- 
tember 24 under the direction of Mrs. 
James B. Dukes. 


Our president-elect and program chair- 
man, Mrs. Joseph J. Davalos, has presented 
many interesting programs during the year. 
In September, Mrs. Mary Pedrick, director 
of social services at Delaware State Hos- 
pital, discussed mental health and showed 
a film ‘Someone Who Cares’. Our Novem- 
ber meeting featured our State Poet Lau- 
reate, Mrs. John G. Leach. January 
brought a film and talk on safety with our 
safety chairman, Mrs. I. Lewis Chipman, Jr. 
in charge. In March we had a program on 
the Milk Bank. Mrs. G. Barrett Heckler 
has arranged all of our luncheon meetings 
at the University Club and has reported an 
average attendance of 40 members. 


On February 1, we held a dinner dance 
at the Hotel du Pont under the excellent 


direction of Mrs. Allston J. Morris. In spite 
of a blizzard that day, we had about 60 
couples present. Corsages were made by 
some of the Auxiliary members under the 
direction of Mrs. Davalos and Mrs. John 
W. Howard. The proceeds from the sale of 
these flowers, $113.75 has been sent to the 
Drs. Edgar and Elizabeth Miller, who are 
engaged in missionary work in Nepal. 


This year we hope to double our annual 
A.M.E.F. contribution. Mrs. Willard Pres- 
ton, chairman of this project, has stressed 
memorial contributions, and is also in 
charge of the A.M.E.F. bake table at our 
annual bridge party in April. 


Under the direction of Mrs. Morris Har- 
witz, a prize is chanced off at each meeting, 
and the money is turned over to this same 
fund. 


Mrs. James T. Metzger, our sewing chair- 
man, has reported that a total of 7 morning 
and evening meetings have been held so far 
this year during which time 110 baby gowns 
and 20 blankets have been completed and 
turned over to the Visiting Nurses Asso- 
ciation. Mrs. Peter J. Olivere has also ob- 
tained over 50 subscriptions to “Today’s 
Health” for our auxiliary. 


Our civil defense chairman, Mrs. Joseph 
M. Messick displayed a sample “disaster 
car kit” at one of our meeetings, and our 
legislative chairman, Mrs. David J. Rein- 
hardt, has kept us well informed on state 
and national bills pertaining to medical 
legislation. We sent a letter to our Con- 
gressional Representative, Mr. Harry Has- 
kell, opposing the Farand Bill. 


Mrs. James P. Aikins reports a total 
membership in our auxiliary of 220 with 
165 paid members to date. She and Mrs. 
Robert D. Hunt have worked diligently on 
this committee and have attempted to make 
personal calls on all new members. Mem- 
bership status will be revised by Mrs. John 
Howard and her committee this year. 
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Editorial * 


BANK WITHOUT BANKING HOURS 


The Blood Bank of Delaware, a non- 
profit service organization, has made a sig- 
nificant contribution to blood banking in 
the state of Delaware during the three 
years of its existence. While not dealing 
directly in blood itself, the Blood Bank of 
Delaware has provided a workable and 
working method by which responsible 
citizens can protect themselves against the 
problems of whole blood replacement, at the 
same time lifting some of the burden of 
dealing with prospective donors from the 
weary shoulders of Delaware’s community 
hospitals. As membership continues to grow, 
the plan should play an increasingly greater 
role on the state’s blood banking scene. 


The Blood Bank owes its conception and 
much of its vitality to James F. McCloskey, 
a Wilmington lay leader in Delaware’s hos- 
pital affairs. Mr. McCloskey, who serves as 
chairman of the board of St. Francis Hos- 
pital, vice-president of the Delaware Blue 
Cross-Blue Shield plan and secretary to 
the Governor’s Advisory Council on Civil 
Defense, began formulating plans for a 
subscriber-based whole blood replacement 
program in 1954. Approached by a group 
which had encountered a severe blood re- 
placement problem, Mr. McCloskey, an- 
swered with a proposal that matured into 
the Blood Bank of Delaware. 


The most startling aspect of the plan is 
its simplicity. With membership open to 
any adult resident of Delaware, its benefits 
are limited to subscribers and their depend- 
ents. In addition to paying one dollar 
enrollment fee and a dollar annual dues, 
the Blood Bank subscriber undertakes to 
provide, when called upon, not more than 
one pint of medically-acceptable whole 
blood per year. In actual practice, it has 
never been necessary to call subscribers 
this often. At present calls are being made 


at the rate of once every five or more years. 
The interval occurs because the Blood Bank 
supplies donors to the hospitals only as 
blood is used by subscribers and no sub- 
scriber may be called twice until all have 
been called once. 


In return for accepting this obligation, 
the subscriber is guaranteed unlimited re- 
placement of all the whole blood he and 
his family may receive at any community 
hospital in Delaware, without cost for the 
blood itself. The subscriber remains respon- 
sible for laboratory and administration fees, 
but Blood Bank membership saves him $25 
of the total cost of $37.50 per transfusion. 
In three years the Blood Bank has supplied 
5,600 pints of whole blood to Delaware 
hospitals in replacement for blood adminis- 
tered to subscribers and dependents. The 
2,800 pints thus replaced represent a total 
bill of $70,000. 


Out-of-state coverage is provided on an 
emergency basis only. A subscriber or de- 
pendent overtaken by accident or illness 
during a brief absence from the state (such 
as a vacation or business trip) receives the 
same guarantee of unlimited replacement. 
A subscriber or dependent who leaves the 
state for the purpose of hospitalization else- 
where is not covered. 


Non-residents in near-by states may take 
out a conditional membership which will 
provide equal benefits, provided they are 
under treatment at a hospital in Delaware. 


Persons unable or unwilling to give blood 
personally are not excluded from member- 
ship. A subscriber has three means of pro- 
viding blood in fulfillment of his obligation: 
he can give it himself, obtain a substitute 
donor or buy one pint at the prevailing $25 
rate. 
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The simplicity of the Blood Bank plan 
combined with the clear need for indi- 
viduals and families to provide against the 
necessity of paying for or replacing quanti- 
ties of whole blood, have combined to make 
the Blood Bank a _ popular’ program. 
Through the efforts of its first executive di- 
rector, Frank Gallagher, who assumed his 
duties in November, 1954, the initial re- 
quirement of 5,000 subscribers was met by 
the following May. At the time of its third 
anniversary, the Blood Bank can boast of 
nearly 28,000 subscribers, who with their 
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dependents account for a quarter of the 
state’s population. 


Although such growth in such a short 
time is almost phenomenal, the Blood Bank 
has set its sights high. So long as a single 
citizen of Delaware remains unprotected by 
the Blood Bank program, missionaries will 
be needed. It is the hope of the Blood Bank 
through its directors that the medical pro- 
fession will utilize their valued physician- 
patient relationship to advance this worthy 
cause. 


The Medical Council of Delaware and 
the State Board of Medical Examiners have 
recently ruled that no graduate of a foreign 
medical school, either already in_ this 
country or yet to come, will be accepted 
for licensure examination without having 
successfully completed the examinations of 
the Educational Council for Foreign Medi- 
cal Graduates. This is a recently instituted 
program, designed to insure that successful 
examinees have demonstrated an acceptable 
knowledge of medicine. 


The Council and the Board further rec- 
ommend that each hospital in Delaware re- 
quire completion of the examinations by 
prospective internes and residents who are 
graduates of foreign medical schools. This 
would insure, other criteria having been 
met, that house officers are prospectively 
eligible for the Delaware license. 


Further information about the examina- 
tions may be obtained from the Educational 
Council for Foreign Medical Graduates, 
1710 Orrington Avenue, Evanston, Illinois. 
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CENTRAL REPOSITORY FOR MEDICAL CREDENTIALS 


The Secretary General of The World 
Medical Association announced that on 
July 1, 1958, the services of a Central Re- 
pository for Medical Credentials will be- 
come available to the doctors of the world. 
All judicious precautions will be exercised 
to protect the records of depositors. 

During war and national uprisings, medi- 
cal records are destroyed or lost. The plight 
of hundreds of doctors who fled from their 
homelands during World War II and the 
more recent Hungarian uprising stimulated 
The World Medical Association to under- 
take means assuring the doctor that he will 
always be able to prove himself medically 
trained and fully accredited to practice 
medicine. Today, many doctors are work- 
ing as laborers or research assistances as a 
result of the loss or destruction of their 
original credentials and the lack of a pro- 
tective service in which authenticated 
copies could be deposited. 

The development of the Central Reposi- 
tory for Medical Credentials has been in 
process for approximately four years. Dur- 
ing that period, detailed studies revealed: 

. The need for and interest of the medical 

profession in this service 

. The wide variations between countries 

in the legally acceptable form of medi- 
cal credentials in establishing qualifica- 
tion to practice 

. The best method of identifying the in- 

dividual and his right to the medical 
credentials 

. The lowest feasible service rate to assure 

the life-time utilization of the service for 
every doctor in the world 

. Techniques of national and internation- 

al processing of the application and 
credentials. 
Cost of Service 

The life-time cost of the service on a one- 
payment basis to the newly graduated doc- 
tor is approximately $60.00 (USA). An 
actuarial schedule has been established for 
doctors in the various age groups. A ten 
year service rate is also available. 

Provisions have been effected for the de- 
positor to add additional credentials he 


receives to his file in the Repository at a 
minimal service charge. 
Credentials Warranting Repository Service 
The officials of the Repository recommend 
that doctors deposit their credentials in a 
form legally acceptable in the country or 
countries in which they would desire to es- 
tablish themselves as qualified to practice 
medicine. It suggests that the credentials 
so deposited include 
... Official medical school record 
... Medical diploma 
... Specialist credentials 
Photostatic or microfilm copies of the 
original credentials are recognized or com- 
ing to be recognized in an increasing num- 
ber of countries. However, some countries 
still require authenticated copies of the 
original or the original record itself. It is 
hoped that the medical profession in coun- 
tries not now recognizing microfilm copy 
as legally acceptable will undertake the 
project of having it so recognized. 
Promoting the Repository 
The cooperation of the national medical 
associations, their component local societies, 
the medical press and the para-medical 
press is essential in developing programs of 
education and promotion in providing the 
doctors of the world with information on 
the availability of and the need for utilizing 
the service of the Central Repository. 
While the fundamental basis of the medi- 
cal profession is man’s humanity to man, 
and one of the objectives of The World 
Medical Association is to promote world 
peace, the scientific education of the doctor 
directs his objective analysis of facts—world 
wide as well as medical. The Central Re- 
pository for Medical Credentials is a neces- 
sary precaution to assure the doctor that 
he can always prove himself medically quali- 
fied to practice his profession should the 
diplomats and the governments they repre- 
sent fail in their efforts to achieve world 
peace. 
The World Medical Association 
10 Columbus Circle 
New York 19, New York 
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AMA CITES DOCTOR PLACEMENT “SUCCESS STORIES” 


How a local Grange led a community- 
wide campaign to attract a doctor and how 
a state medical society promoted the serv- 
ices of its doctor placement service are con- 
stant reminders of the work being carried 
on throughout the country to match com- 
munities needing a doctor with physicians 
seeking a suitable place to practice medi- 
cine. Typical community success story 
which has been brought to the attention of 
the AMA’s Placement Service recently is 
that of Windsor’s Cross Roads, N. C.— 
population, 125 families. 


Here the 30-member Grange organized 
a Community Development Organization to 
raise funds for a six-room medical clinic 
and encouraged Dr. Irvin G. Sherer and 
his wife to settle there after his discharge 
from the Navy. For its efforts in this 
project, the local Grange won the $1,000 
first prize in the North Carolina State 
Grange Community Service Contest and 
placed fourth in the National Grange con- 
test. All of the credit for this community’s 


success goes to its citizens. The Medical 
Society of the State of North Carolina 
placement service simply sent Dr. Sherer a 
list of vacancies, and the citizens of Wind- 
sor’s Cross Roads did the rest. 


An example of how a state medical so- 
ciety promoted its doctor placement serv- 
ice is that of the Medical Association of the 
State of Alabama. A story last July in the 
Birmingham News—which later was writ- 
ten into the Congressional Record—points 
up the fact that 42 communities in the 
state need doctors and that young doctors 
oftentimes cannot afford to settle in small 
towns without some financial assistance. 
The article cites cases where communities 
have induced doctors to come to their areas 
by providing clinics, equipment or rent- 
free housing for the first years. In addi- 
tion, the article explains how the placement 
service operates—emphasizing the fact that 
the society acts as a clearing house but that 
‘it’s up to the town and the doctor to get 
together.”’ 


AMA PREPARES NEW TV HEALTH FILMS 


The American Medical Association an- 
nounces that two new 10-minute films will 
be available about February 1 for use on 
local television and for showings to school 
and church groups. “The Silent Killer” 
deals with the dangers of carbon monoxide 
poisonings from gasoline exhausts. “Out of 
Step” tells the dramatic story of an acci- 
dent which occurs to a child whose father 
has always ridiculed safety measures, first 
aid and other so-called “‘boy scout’’ ideas. 


The Scouts, of course, come to the rescue 
in the end! 


Both of these black-and-white sound 
films are available on loan to medical so- 
cieties, local television stations (with medi- 
cal society approval), health departments, 
voluntary health agencies and schools. Only 
charge is for return shipping. These films 
were developed by the Bureau of Health 
Education and produced by the Marshall 
Organization. W. W. Bauer, M.D., Bureau 
director, serves as narrator. 
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PROTEIN DEPLETION REVERSED 


the clinical results are positive when 


NILEVA R isos positive nitrogen balance 


The anabolic effects of Nilevar are quickly manifest both to the patient 
and to the attending physician. 


When loss of nitrogen delays postsurgical recovery or stalls 
convalescence after acute illness and in severe burns and trauma, 
Nilevar has been found to effect these responses: 


e Appetite improves e The patient feels better 
e Weight increases e The patient recovers faster 


Similarly Nilevar helps correct the “protein catabolic state” associated 
with prolonged bed rest in carcinomatosis, tuberculosis, anorexia nervosa 
and other chronic wasting diseases. 


Nilevar is unique among anabolic steroids in that 
androgenic side action is minimal or absent in appropriate dosage. 


Nilevar (brand of norethandrolone) is supplied as tablets of 10 mg. and 
ampuls (1 cc.) of 25 mg. The dosage of both forms is from 10 to 50 mg. daily. 


Research in the Service of Medicine. 
G. D. SEARLE & CO., CHICAGO 80, ILLINOIS 
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in each of these indications 
for a tranquilizer... 


SR is a cardiac patient. His doctor 
put him on ATARAX because (+) 
it is an anti-arrhythmic and non- 
hypotensive tranquilizer. 


Other tranquilizers added to PN’s 
g. i. discomfort (he has ulcers). 
But now his doctor has him on 
ATARAX because (4)it lowers gas- 
tric secretion while it tranquilizes. 


Asthmatic JL used to have fre- 
quent tantrums followed by acute 
bronchospasm. Her family doctor 
tranquilized her with ATARAX be- 
cause (+) it is safe, even for chil- 
dren. 


Senile anxiety and persecution 
complex dogged Mrs. K. until her 
doctor prescribed ATARAX Syrup. 
(+) It tastes good, and it’s a per- 
fect vehicle for Mrs. K’s tonic. 


Dosage: Children, 1-2 10 mg. tablets or 
1-2 tsp. Syrup t.i.d. Adults, one 25 mg. 
tablet or 1 tbsp. Syrup q.i.d. 

Supplied: 10, 25 and 100 mg. tablets, bottles 
of 100. Syrup, pint bottles. Parenteral Solu- 
tion, 10 cc. multiple-dose vials. 


, Sives you an OERIG 
extra benefit 


New York 17, New Y 
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POLYMYXIN B—BACITRACIN OINTMENT 


For topical use: in % oz. and 1 oz. tubes, 


For ophthalmic use: in % oz. tubes. 


BURROUGHS WELLCOME & CoO. (U.S.A.) INC., Tuckahoe, N. ¥s 
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Gastric distress accompanying “‘predni-steroid” 
therapy is a definite clinical problem — well 
documented in a growing body of literature. 


One way to make sure that patients receive 
full benefits of “predni-steroid” therapy plus 
positive protection against gastric distress is 
by prescribing CO-DELTRA Of CO-HYDELTRA. 


provide all the benefits 
of “Predni-steroid” therapy — 
@ plus positive antacid protection 


PREDNISONE BUFFERED . . 
| against gastric distress 
multiple compressed tablets 


2.5 mg. or 5.0 mg. of prednisone 
or prednisolone, plus 300 mg. of 
dried aluminum hydroxide gel 
and 50 mg. magnesium trisili- 
cate, in bottles of 30, 100, 500. 


PREDNISOLONE BUFFERED 


MERCK SHARP & DOHME oivision of MERCK & CO., Inc. Philadelphia 1, Pa. 
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NEW ‘“flavor-timed’’ dual-action 
CORONARY VASODILATOR 


SUBLINGUAL-ORAL | 
for immediate 


NITROGLYCERIN — For continuing prophylaxis patient swallows 
0.4 mg. (1/150 grain)—acts quickly the entire Dilcoron tablet. 
Average prophylactic dose: 
1 tablet four times daily. 
CITRUS “FLAVOR-TIMER”’ — 
h ‘all Therapeutic dose: 
signals patient when to swallow 1 tablet held under the tongue until citrus 
flavor disappears, then swallowed. 


PENTAERYTHRITOL TETRANITRATE — Bottles of 100. 


15 mg. (1/4 grain)—prolongs action (| ‘al 


ECKERD’S 
DRUG STORES 


COMPLETE 


DRUG SERVICE 


PROTECTION AGAINST LOSS OF IN. FOR 

COME FROM ACCIDENT & SICKNESS PHYSICIAN - PATIENT 

AS WELL AS HOSPITAL EXPENSE 

BENEFITS FOR YOU AND ALL YOUR BIOLOGICALS 

ELIGIBLE DEPENDENTS. PHARMACEUTICALS 
HOSPITAL SUPPLIES 


ALL PHYSICIANS SURGICAL BELTS 
SURGEONS ELASTIC STOCKINGS 


DENTISTS 


COME FROM TRUSSES 
PHYSICIANS CASUALTY & HEALTH 900 Orange Street 

ASSOCIATIONS 513 Market Street 723 Market Street 

OMAHA 31. NEBRASKA Fairfax 3002 Concord Pike 

witeapats Manor Park DuPont Highway 

Since 1902 Merchandise Mart Gov. Printz Blvd. 
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THE BURDEN 


The non-narcotic analgesic with the potency of codeine 


DARVON (Dextro Propoxyphene 
Hydrochloride, Lilly) is equally as 
potent as codeine yet is much better 
tolerated. Side-effects, such as nau- 
sea or constipation, are minimal. 
You will find ‘Darvon’ helpful in 
any condition associated with pain. 
The usual adult dose is 32 mg. 
every four hours or 65 mg. every 
six hours as needed. Available in 
32 and 65-mg. pulvules. 


DARVON COMPOUND (Dextro 
Propoxyphene and Acetylsalicylic 
Acid Compound, Lilly) combines the 
antipyretic and anti-inflammatory 
benefits of ‘A.S.A. Compound’* with 
the analgesic properties of ‘Darvon.’ 
Thus, it is useful in relieving pain as- 
sociated with recurrent or chronic dis- 
ease, such as neuralgia, neuritis, or 
arthritis, as well as acute pain of trau- 
matic origin. The usual aduitdose is 1 
or 2 pulvules every six ffours as nedded. 


Each Pulvule ‘Darvon Compound’ provides: 
Acetophenetidin . . 
°*A.S.A.’ (Acetylsalicytic Acid, Lilly) \ mg 

**A.S.A. Compound’ (Acetylsalicylic Acid and Acetophenetid nd, Lilly) 


ELI LILLY AND COMPANY . 


N S 6, INDIANA, 


XXXII 


U.S.A. 


8 20320 
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BACTERIA 


INDICATED: 


neomycin and hydrocortamate 10 PICAL 0| NTMENT 


The first water-soluble dermatologic corticoid plus neomycin, for consistently 
outstanding control of contact dermatitis and other inflammatory dermatoses 
complicated by or threatened by infection.* 

In 1/2-02. and 1/6-0z. tubes, 0.5% neomycin sulfate and 0.5% hydrocortamate hydrochloride (hydro- 
cortisone diethylaminoacetate hydrochloride) — MAGNACORT. 

also available: MaGnacort® Topical Ointment — in 1/2-0z. and 1/6-0z. tubes, 0.5% hydrocortamate 


hydrochloride (hydrocortisone diethylaminoacetate hydrochloride). 


*Howell, 0. M., dr.: Am. Pract. & Digest Treat. 8:1 


PFIZER LABORATORIES DIVISION. CHAS. PFIZER & CO.. INC.. BROOKLYN 6, NEW YORK 
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long day ahead 

morning sun glare — eyes irritated 
can’t read — coach smoky 

leave the work — let’s lunch 

back to work — eyes worse 

take afternoon off — see doctor 
pick up VISINE— home again 
let’s try the drops 

nice dinner — read the paper 
eyes comfortable — good TV play 
use VISINE— bed 11:30 

long day behind 


turned out well S@@ the difference 


VISINE* EYE DROPS 


Pfizer 


OF TETRABPYDROZOLINE HYDROCHLOKHIDE 


“an excellent ophthalmic decongestant...” 


ata j fi, VQ | } ‘ supplied : 1/2 hottle 

% tetrah ydrozoline hi rele (f soli LOW in s odiu borie 

acid, sodium borate; with sterile dropper. 


Trademark 1. Grossmann, E. E., and Lehinan, R. H.: Am. J. Ophth. 42-121, 1956. 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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Of course, 


Therapy for the menopause syndrome 
should relieve not only the psychic 
instability attendant the condition, but 
the vasomotor instability of estrogen 
decline as well. Though they would have 
a hard time explaining it in such medi- 
cal terms, this is the reason women 
like “Premarin.” 


\ 
women like ““Premarw’ 


JUNE, 


Doctors, too, like “Premarin,” because 
it really relieves the symptoms of the 
menopause. It doesn’t just mask them — 
it replaces what the patient lacks — 
natural estrogen. 


“PREMARIN? 


conjugated estrogens (equine) 


Ayerst Laboratories * New York 16, New York « Montréal, Canada 


We maintain 
prompt city-wide 
delivery service 


for prescriptions. 


CAPPEAU’S, INC. 


PHARMACISTS 
Wilmington, Del. 


AS NEAR AS YOUR TELEPHONE 
Ferris Rd. & 


in very special cases 
a very superior brandy... 


specify 


HENNESSY 


COGNAC BRANDY 
84 Proof Schieffelin & Co., New York 


1958 


W. Gilpin Drive 
Willow Run 
WY 4-3701 


Delaware Ave. 
& Dupont St. 
Dial OL 6-8537 
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Relaxes 
both mind 
and muscle 


Jicarbama?t 


} 
WUSCLE 
TRANQ ZER WITH MUSCLE-RELAXANT ACTION 
Supplied : 


THE ORIGINAL MEPROBAMATE 
‘DISCOVERED & INTRODUCED BY 


WALLACE LABORATORIES 


NEW BRUNSWICK, NEW JERSEY 


without 
impairing 
mental or 
physical 
efficiency 


«well suited for 
prolonged therapy 

«well tolerated, 
relatively nontoxic 

«no blood dyscrasias, 
liver toxicity, 
Parkinson-like syndrome 
or nasal stuffiness 


400 mg. scored tablets, 
200 mg. sugar-coated tablets. 
l’sual dosage 
One or two 
400 mg. tablets t.i.d. 
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Two-dimen 
reatment 


stonal 


Because it replaces half control with full control. 
Because it treats the whole menopausal syndrome. 
Because one prescription manages both the 
psychic and somatic symptoms. 

SUPPLIED: Bottles of 60 tablets. 


Each tablet contains: 
MILTOWN® ( meprobamate, Wallace) 


2-methyl-2-n-propyl-1,3-propanediol dicarbamate. 


Conjugated Estrogens (equine) 


DOSAGE: One tablet t.i.d. in 21-day courses with one week rest periods. 
Should be adjusted to individual requirements. 


Samples and literature on request. 


MILTOWN® CONJUGATED ESTROGENS (EQUINE) 
zer + 


A Proven Tranqui! A Proven Estrogen 


Va?’ WALLACE LABORATORIES, New Brunswick, N. J. 
who discovered and introduced Miltown, the original meprobamate. 


*TRADE-MARK 
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T RIAMINIC stops rhinorrhea, congestion and 
other distressing symptoms of summer allergies, 
including hay fever. Running nose, watery eyes 
and sneezing are best relieved by antihistamine 
plus decongestant action — systemically — with 
TRIAMINIC, 


This new approach frequently succeeds where 
lesscomplete therapy has failed. It isnot enough 
merely to use histamine antagonists; ideally, 
therapy must be aimed also at the congestion of 
the nasal mucosa. Triaminic provides such ef- 
fective combined therapy in a single timed- 
release tablet. 


TRIAMINIC brings relief in minutes—lasts for 
hours. Running noses stop, congested noses 
open—and stay open for 6 to 8 hours. 


running noses... 
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caused by pollen allergies 


Triaminic provides around-the-clock 
freedom from allergic congestion with 
just one tablet t.id. because of the 
special timed-release design. 


first—3, to 4 hours of relief 
from the outer layer 


then—3 to 4 more hours of relief 
from the inner core 


Dosage: One tablet in the morning, mid-after- 
noon and at bedtime. In postnasal drip, one 
tablet at bedtime is usually sufficient. 


Each timed-release TRIAMINIC Tablet contains: 


Phenylpropanolamine HCl 


Pheniramine maleate 
Pyrilamine maleate 


50 mg. 


TRIAMINIC FOR THE PEDIATRIC PATIENT 


TRIAMINIC Juvelets*, providing easy-to-swal- 
low half-dosages for the 6- to 12-year-old child, 
with the timed-release construction for pro- 


longed relief. 
*Trademark 


TRIAMINIC Syrup, for those children and 
adults who prefer a liquid medication. Each 
5 ml. teaspoonful is equivalent to 4 Triaminic 
Tablet or 4% Triaminic Juvelet. 


‘Triaminic 


SMITH-DORSEY ea division of The Wander Company Lincoln, Nebraska « Peterborough, Canada 
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moderate slight none 
ronounced” 
25 13 — 1 | 
4 4 — 
3 — — 
3 : — 
xcellent’’ 
ignificant’’ 
27 —. 2 1 
104 28 4 2 
(75.3%) (20.3%) 


THE JOURNAL 


American “edirail Associaton 


“In the author's clinical experience, methocarbamol 
has afforded greater relief of muscle spasm and pain 
for a longer period of time without undesirable side 
effects or toxic reactions than any other commonly 
used relaxants... .’”” 


THE JOURNAL 


A nericua Medical Associations 


“An excellent result, following methocarbamol ad- 
ministration, was obtained in all patients with acute 
skeletal muscle spasm.’”° 


THE JOURNAL 


Ameriraa Atsociation 


“In no instance was there any significant reduction 
in voluntary strength or intensity of simple reflexes.’ 


fourna 


“This study has demonstrated that methocarbamol 
(Robaxin) is a superior skeletal muscle relaxant in 
acute orthopedic conditions.’’' 


Supply: Robaxin Tablets, 0.5 Gm., in bottles of 50. 


A. H. ROBINS CO., INC., Richmond 20, Virginia 


Ethical Pharmaceuticals of Merit since 1878 


References: 1. Carpenter, E. B.: Southern Medical Journal 51:627, 
1958. 2. Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3. Little, J. M., and 
Truitt, E. B., Jr.: J. Pharm. & Exper. Therap. 119: 161, 1957. 4. Morgan, 
A. M., Truitt, E. B., Jr., and Little, J. M.: J. Am. Pharm. Assn., Sci. Ed. 
46: 374, 1957. 5. O'Doherty, D. S., and Shields, C. D.: J.A.M.A. 167: 160, 
1958. 6. Park, H. W.: J.A.M.A. 167: 168, 1958. 7. Truitt, E. B., Jr., and 
Patterson, R. B.: Proc. Soc. Exper. Bio. & Med. 95:422, 1957. 8. Truitt, 
E. B., Jr., Patterson, R. B., Morgan, A. M., and Little, J. M.: J. Pharm. 
& Exper. Therap. 119: 189, 1957. 
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and inflammation 


with BUFFERIN’ 
IN ARTHRITIS 


salicylate benefits with 
minimal salicylate drawbacks 


Rapid and prolonged relief — with less intoler- 
ance. The analgesic and specific anti- 
inflammatory action of BUFFERIN helps re- 
duce pain and joint edema—comfortably. 
BUFFERIN caused no gastric distress in 70 
per cent of hospitalized arthritics with 
proved intolerance to aspirin. (Arthritics 
are at least 3 to 10 times as intolerant to 
straight aspirin as the general population.*) 


No sodium accumulation. Because BUFFERIN is 
sodium free, massive dosage for prolonged 
periods will not cause sodium accumula- 
tion or edema, even in cardiovascular cases. 


Each sodium-free BUFFERIN tablet contains acetyl- 
salicylic acid, 5 grains, and the antacids magnesium 
carbonate and aluminum glycinate. 

Reference: 1. J.A.M.A. 158: 386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company 
19 West 50 St., New York 20, N. Y 


LEN-A- PE VILLAGE 
TAFTON, PIKE COUNTY, FRAIM’S DAIRIES 


Family on safe, natural wooded 
lake, sky-high in the Pocoro Mts. 


Centrally Heated SKY LAKE LODGE Luatilty Datry fY—\roducts 
50 Individual, Cozy Cottages 
ROUND-THE-CLOCK ACTIVITIES FOR ALL AGES tC. 900 
Suiling, fishing, aquaplaning, al! sports. St 
FAMOUS FOR FINE FOOD 
Honeymooners-Special June-Sept. rates 
Complete Entertainment—For Booklet write: 
LENAPE VILLAGE, Tafton, Pa. 
LENAPE VILLAGE, Tatton, Pa GOLDEN GUERNSEY MILK 
or Wash., EX 3-2638; or Tafton, 
Hawley 4596 


Wilmington, Del. Phone 6-8225 
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Investigator 


after investigator reports™ 


Wilkins, R. W.: New England J. Med. 257:1026, Nov. 21, 1957. 


“Chlorothiazide added to other antihypertensive drugs reduced the blood 
pressure in 19 of 23 hypertensive patients.”’ “All of 11 hypertension 
subjects in whom splanchnicectomy had been performed had a striking 
blood pressure response to oral administration of chlorothiazide.” “. . . it is 
not hypotensive in normotensive patients with congestive heart failure, in 
whom it is markedly diuretic; it is hypotensive in both compensated and 
decompensated hypertensive patients (in the former without congestive 
heart failure, it is not markedly diuretic, whereas in the latter in congestive 
heart failure, it is markedly diuretic). ...” 


Freis, E. D., Wanko, A., Wilson, 1. H. and Parrish, A. E.: J.A.M.A. 166:137, 
Jan. 11, 1958. 

“Chlorothiazide (mainicnance dose, 0.5 Gm. twice daily) added to the 
regimen of 73 ambulatory hypertensive patients who were receiving other 
antihypertensive drugs as well caused an additional reduction [16%] of 
blood pressure.” “The advantages of chlorothiazide were (1) significant 
antihypertensive effect in a high percentage of patients, particularly when 
combined with other agents, (2) absence of significant side effects or 
toxicity in the dosages used, (3) absence of tolerance (at least thus far), and 
(4) effectiveness with simp!e ‘rule of thumb’ oral dosage schedules.” 


In “‘Chlorothiazide: A New Type of Drug for the Treatment of Arterial Hypertension,” 
Hollander, W. and Wilkins, R. W.: Boston Med. Quart. 8:1, Seg 


MERCK SHARP & DOHME vision of merck & CO., Inc., Philadelphia 1, Pa. 
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(CHLOROTHIAZIDE) 


INITIATE THERAPY WITH 'DIURIL', ‘biurit'is given in a dosage range of from 250 
mg. twice a day to 500 mg. three times a day. 


ADJUST DOSAGE OF OTHER AGENTS, The dosage of other antihypertensive medication 
(reserpine, veratrum, hydralazine, etc.) is adjusted as indicated by patient response. If the patient is 
established on a ganglionic blocking agent (e.g., 'INVERSINE') this should be continued, but the total 
daily dose should be immediately reduced by as much as 25 to 50 per cent. This will reduce the 
serious side effects often observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION, The patient must be frequently observed and 
careful adjustment of all agents should be made to determine optimal maintenance dosage. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'piurit' (chlorothiazide); bottles of 100 and 1,000. 
"DIURIL' is a trade-mark of Merck & Co., Inc. 
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Make sparkling radiographs... _ 


order fresh SUPERMIX * TODA Y 


STAIN-LESS SPEED 
SUPERMIX LIQUIDS DEVELOPER REFRESHER FIXER* 


26 oz. makes | gal $1.42 
12 or more, each 
80 0z. makes 3 gal 
4 or more, each 
1 gal. makes 5 gal 
4 or more, each nnn 4.56 

*Comes in 1 and 5 qt tee to make 1 and 5 gal. of solution. 


® Stainless-steel processing tanks are no longer a luxury .. . Ask us 
for details on economical G-E “5-15-5” models. 


Mow one- stop direct source for the 


FINEST IN X-RAY 


apparatus...service... supplies 


DIRECT FACTORY BRANCHES 
BALTIMORE PHILADELPHIA 


3012 Greenmount Ave. ¢ HOpkins 7-5340 Hunting Pk. Ave. at Ridge ¢ BAldwin 5-7600 


Baynard Optical 
Company 


PATRONIZE 


Prescription Opticians 


We Specialize in Making 


Spectacles and Lenses TH F 


According to Eye Physicians’ 
Prescriptions 


ADVERTISERS 


BAYNARD BUILDING MEDICAL CENTER 
5th & Market Sts. 1003 Delaware Avenue 


Wilmington, Delaware 
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with new 


why PETN 2 For cardiac effect: PETN is “... the most effective drug 
currently available for prolonged prophylactic treatment 
of angina pectoris.’" Prevents about 80% of anginal attacks. 


C PETN + ATARAX®S) 


(PENTAERYTHRITOL TETRANITRATE) (BRAND OF HYOROKYZING)} 


For ataractic effect: One of the most effective—and probably 
9 the safest—of tranquilizers, ATARAX frees the angina patient 
why ATARAX: of his constant tension and anxiety. Ideal for the on-the-job 
patient. And ATARAX has a unique advantage in cardiac 
therapy: it is anti-arrhythmic and non-hypotensive. 


why combine the two ? For greater therapeutic success: In clinical trials, CARTRAX 


was demonstrably superior to previous therapy, including 
PETN alone. Specifically, 87% of angina patients did better. 
They were shown to suffer fewer attacks ... require less 
nitroglycerin ... have increased tolerance to physical effort 
... and be freed of cardiac fixation. 


1. Russek, H. I.: Postgrad. Med. 19:562 (June) 1956. 


Dosage and Supplied: Begin with 1 to 2 yellow CARTRAXx “10” 
tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times daily. 


NEW YORK 17, NEW YORK When indicated this may be increased by switching to pink CARTRAX 
**20” tablets (20 mg. PETN plus 10 mg. ATARAX.) For convenience, 
write ““CARTRAX 10” or ““CARTRAX 20.”’ In bottles of 100. 

CARTRAX should be taken 30 to 60 minutes before meals, on a 
continuous dosage schedule. Use PETN preparations with caution 
*Trademark in glaucoma. 


Division, Chas. Pfizer & Co., Inc. 
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the Entire Hemorrhoidal Syndro 
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ANESTHETIC - FPontocaine® HCI (10 mg.) 


— prolongs surface analgesia 
without irritation. 


DECONGESTANT - [Nleo-Synephrine® HCI (5 mg.) 


— reduces swelling and engorgement 
promptly —for extended periods. 


ANTI-INFECTIVE - SSulfamylon® HCI (200 mg.) 
— is effective against both gram- 
positive and negative bacteria. 
— Supplied in boxes of 12 — 


Pontocaine (brand 


(brand 
tredemorks reg. US. Pot Off. NEW -YORK 18 N 


about 


46 CALORIES 


PARKE 


Institutional Supifrlter 
Of Kine Foods 


COFFEE TEAS 
SPICES CANNED FOODS 


ROLLED WHEAT FLOURS, YEAST, MOLASSES, 
SALT, HONEY, MALT, CARAMEL, SESAME SEED, 

YEAST FOOD, WITH AN ADDITION OF WHOLE FLAVORING EXTRACTS 
RYE, OATMEAL, SOYA, GLUTEN AND BARLEY 

FLOURS, PLUS DEHYDRATED VEGETABLE FLOURS, 


INCLUDING CARROT, SPINACH, KELP, LETTUCE, e 
PUMPKIN, CABBAGE, CELERY AND PARSLEY. 


L. H. Parke Company 
Philadelphia Pittsburgh 
7746 Dungan Rd., Phila. 11, Pa. 


Under License By National Bokers Services, Inc., Chicago 
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Many such 
hypertensives have 
been on [auiviloid 
for 3 years 


and more* 


for Rauwiloid IS better tolerated... 
‘“‘alseroxylon |Rauwiloid] is an anti- 
hypertensive agent of equal thera- 
peutic efficacy to reserpine in the 
treatment of hypertension but with 
significantly less toxicity.”’ 

*Ford, R.V., and Moyer, J.H.: Rau- 

wolfia Toxicity in the Treatment of 


Hypertension, Postgrad. Med. 23:41 
(Jan.) 1958. 


For gratifying Rauwolfia response 


- 

35 
ALSEROXYLON, 2 MG. virtually free from side actions 


Enhances safety when more potent drugs ceumd 4 
are needed. 

Rauwiloid” + Veriloid 


alseroxylon 1 mg. and alkavervir 3 mg. 
for moderate to severe hypertension. 
Initial dose, 1 tablet t.i.d., p.c. 


one tablet suffices 


Rauwiloid® + Hexamethonium 
alseroxylon 1 mg. and hexamethonium chloride 
dihydrate 250 mg. 


in severe, otherwise intractable hyper- ( R; “a, 
tension. Initial dose, % tablet q.i.d. on ker 


Both combinations in convenient 


single-tablet form, LOS ANGELES 


xl vil 


Pe 
4 
we! 
S 
: 
ie 


4 


4 


remenstrual tension 


responds very well to Compazine* 


e agitation and apprehension are promptly relieved 


e emotional stability is considerably improved 


e nervous tension and fatigue are greatly reduced 


e appetite and sleep patterns improve 


e depression often disappears 


For prophylaxis: “‘Compazine’ Spansulet capsules provide all-day or 
all-night relief of anxiety with a single oral dose. Also available: Tablets, | 
Ampuls, Multiple dose vials, Syrup and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 


*®T.M. Reg. U.S. Pat. Off. for prochlorperazine, $.K_F. 
tT.M. Reg. US. Pat. Off. for sustained release capsules, S.K_F. 
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